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QUICK INLAY TECHNIQUE 


T is often desirable to make an 
inlay in a single sitting, and in 
that case the method that will 
take the shortest possible time in 

expanding wax, setting of investment, 
and eliminating wax is sought. By 
the technique given here the work 
from the completed wax pattern 
through the casting of the inlay can 
be done in from ten to fifteen minutes 
after familiarization with the method. 

The castings are as good as seen in 
other methods; they are smooth and 
accurate with the degree of wax ex- 
pansion approximately the same as the 
counteracting degree of shrinkage in 
casting. Those experienced in the sci- 
entific phase of measuring and coun- 
teracting the shrinkage of gold in cast- 
ing inlays should be able to produce 
extremely exact results by experiment- 
ing with this technique. As given here 
the results produced seem accurate 
and sufficient for the average dentist. 
There is no doubt but that the expan- 
sion is close to the amount necessary 
to counteract the gold shrinkage in 
casting. The results produced are 
much better in a fraction of the time 
required than in ordinary methods 
that ignored gold shrinkage. 

As has been said, the time neces- 
sary is greatly reduced, but there is an 
added advantage in the saving of in- 
vestment, for probably two thirds of 
the investment is substituted by sand 
which can be used repeatedly. 

The difference in wax, investment, 
temperature of ring, plaster bowl and 
former, temperature of the room, type 
of gold, and other factors must be 
taken into consideration in the effort to 
counteract gold shrinkage in casting. 


INVESTMENT 


A mix of the exact proportions of 
75 minims of water to 180 grains of 
investment with 3 grains of potassium 
chlorate to each mix of this size pro- 
duces enough investment for the ordi- 
nary proximo-occlusal inlay or three- 
quarter crown with a medium-fast set- 
ting time. The water used in the mix 
is warmed slightly so that the invest- 
ment when first applied to the wax 
will not be cool enough to cause 
shrinkage of the pattern. 


TECHNIQUE 


1. The surface of the sprue former 
and base which meets the investment 
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is oiled to facilitate its removal when 
the investment is set. The pattern is 
placed on a sprue which is supported 
by the base in the ordinary manner. 


2. The mixed investment is painted 
about the pattern and allowed to 
cover it along with the sprue former 
and base to a thickness of approxi- 
mately 5 mm. (Fig. 1). This must be 
done rapidly because of the rapid set- 
ting of the investment. If the setting 
is too rapid or too slow to suit the 
operator the amount of potassium 
chlorate in the mix may be varied. 


3. The ring is placed on the base, 
its lower edges being placed to engage 
the investment to a depth of about 5 
mm. The greater part of the ring is 
left vacant (Fig. 2). 


4. After the ring is placed on the 
base, water which is just beginning to 
boil is poured carefully in the ring so 
as to fill it (Fig. 3). Violently bub- 
bling water used in expanding seems 
to produce a casting with “wings” 
unless the investment is hard at the 
time of pouring the water. When the 
water is poured it should not strike 
the investment directly over the pat- 
tern, and care should be taken that 
the investment be somewhat stiff be- 
fore the water is applied. If the given 
directions and proportions are used, 
the investment is usually sufficiently 
hard for the water treatment about 
thirty seconds after the ring is placed 
on the former. The hot water should 


“expand the wax sufficiently in thirty 


seconds. The water is poured off by 
turning the ring and base upside 
down. 


5. The investment should be hard 
enough at this time to allow the re- 
moval of the base. The ring with 
sprue former and base removed is im- 
mediately placed on the flat side of an 
asbestos block and a strong blow torch 
flame applied alternately at the sprue 
side and the opposite end. Because of 
the small bulk of investment there is 
little danger of forceful disintegra- 
tion sometimes seen when investment 
is heated too soon. The complete 
elimination in ordinary cases is done 
in five minutes. The investment should 
be glowing red at that time, which is 
evidence that complete wax elimina- 
tion has been secured (Fig. 4). 

6. The ring is now lifted with 
tongs and the sprue end turned down 
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on the asbestos block. The interior 
of the ring is then filled with ordinary 
coarse sand (Fig. 5). A small cap of 
tin with a screen in the center is fitted 
over the upper end of the ring to hold 
the sand in place when the ring is 
turned over for casting (Fig. 6). The 


-screen in the center should be circu- 


lar (Fig. 8) and have the diameter 
of a dime (18 mm.). It will allow 
the ready escape of air in casting, and 
still keep the sand in place. It is ad- 
visable for the operator to use gloves 
in placing the cap and turning the 
ring. The cap may require some sup- 
port in the act of turning the ring 
over unless it is fitted with clips. 


7. Casting in this technique has 
been done with a pad, but a com- 
pressed air casting machine should 
work as well (Fig. 7). If the sand- 
holding cap is fitted carefully enough 
to prevent sand from leaking during 
the whirling, a centrifugal machine 
should also be satisfactory. After the 
casting is done, the cap is removed 
and the sand placed in a container for 
use again. 


CoNCLUSION 


Even if there is no need for speed, 
and the dentist is intending that the 
‘patient come back at a later date for 
the setting of the inlay, this method 
has advantages: (1) the simplicity 
and speed in gaining wax expansion; 
(2) there is no need of a water bath 
of certain temperature which must 
be regulated for a given period. The 
water at boiling temperature is al- 
ways 100° C., and the expansion is 
completely finished in a few seconds. 
(3) The elimination may be carried 
out in the ordinary manner if desired. 

To be sure, other methods may 
prove more accurate or allow more 
speed, but if directions are followed 
carefully, gratifying results will be ob- 
tained with the technique described 
here; moreover, this technique is sufh- 
ciently elastic to allow each operator 
to introduce changes to the better- 
ment of the technique and to the 
eventual standardization and deter- 
mination of the ideal technique. It is 
hoped that those experienced in this 
work, such as Doctors Volland, 
Scheu, Paffenberger, and Coy, will 
experiment with this method. 
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PATTERN 
SPRUE 


INVESTMENT 
BASE 


Fig. |—The pattern on a sprue and former with invest- 
ment covering both to a thickness of approximately 5 mm. 


BOILING 
WATER 


5. 


Fig. 3—The use of boiling water to secure wax expansion. 


SAND 


Fig. 5—Sand placed in the ring to support the investment 
while casting. | 


Fig. 7—Top view of cap with screen. 
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2. 


Fig. 2—The placement of the ring on the former. Note 
that the ring engages the investment to a depth of 5 mm. 


BLOW TORCH 


ASBESTOS 
BLOCK 


Fig. 4—Method of elimination. The blow torch flame is 
applied alternately at the ends. 


SCREEN 


Fig. 6—Tin cap with screen in position to prevent the 
loss of sand when the ring is turned over for casting. 


— INVESTMENT 


8. 


Fig. 8—Cross-section view showing relationship after 
casting. 
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RAL surgeons are frequently 
consulted for manifestations 
in the mouth which are 
found to be associated with 

blood dyscrasias. “These symptoms, 
referable to the mouth, may occur 
early in the disease and they may be 
the most important subjective com- 
plaint. 


AGRANULOCYTOSIS 


Agranulocytosis has received a great 
deal of attention recently. It is not a 
new disease entity, however. In fact, 
some authorities do not consider it as 
an entity at all. They feel that it is 
part of one of the various other blood 
dyscrasias. One investigator speaks of 
it as the “malignant neutropenia” of 
acute leukemia; but, for the sake of 
discussion, it is well to consider it as 
a disease entity. 


The onset of agranulocytosis is 
usually sudden and accompanied with 
a high temperature of a continuous 
type. Often there are chills and pros- 
tration, and in about one-half the 
cases jaundice is present. In most 
cases ulcerative or necrotic lesions ap- 
pear in the mouth or throat. Hutche- 
son’ reported several cases about a 
year ago. In one of them there was 
an extensive ulceration of the throat 
and soft palate which was more or 
less covered with a dirty white mem- 
brane. In another case the condition 
started with a sore throat and high 
temperature, which is the usual mode 
of onset. At first the throat was dif- 
fusely red with one small white spot 
on the tonsil. Later ulceration and 
swelling developed. The ulceration 
ruptured with the discharge of bloody 
pus. 

Sometimes the sore throat may come 
on after the onset of the disease. The 
mortality is so high in these cases that 
death may occur within a few days 
after the first symptoms are noted. 
In such cases there is no ulceration 
although if patients remained alive 
for a few days longer the disease 
would no doubt progress to ulceration 
and necrosis. 

Chronic periapical infection has 


1Hutcheson, M. M.: Agranulocytosis, Ann. 
Int. Med. 3:904-909 (March) 1930. 


THE ORAL MANIFESTATIONS OF THE 
BLOOD DYSCRASIAS 


CASPER M. EPSTEIN, M.D., D.D.S. 
Chicago 


been noted in several cases.” Whether 
or not there is any association between 
the two still remains a question. It is 
interesting to note, however, that 
cultures of chronic periapical infec- 
tions reveal Streptococcus hemolyticus 
and some of the blood cultures in 
cases of agranulocytosis also reveal a 
Streptococcus hemolyticus. Whether 
they are of the same strain or not is 
still questionable. “Talley and Grif- 
fith® reported a case about a year and 
a half ago which started with an acute 
streptococcic sore throat. 


It might be well to note that mani- 
festations might even appear around 
the mouth. Sometimes there may be 
elevated, dusky red, tender nodules 
over each cheek. There is a case re- 
ported in the literature in which there 
was a hard indurated mass at the angle 
of the mandible. Exploratory incision 
into the swelling revealed no pus but 
the blood culture was positive for 
Streptococcus hemolyticus. On the 
other hand, the blood culture may also 
be sterile. Sometimes there is a dusky 
redness of the palate with edema of 
the anterior pillars. ‘The pharynx may 
be congested and edematous with 
membranous deposits. 


The history of the case referred to 
in Fig. 1 is interesting. In connection 


‘with this case, Talley and Griffith® 


reported a case of agranulocytosis fol- 
lowing the extraction of a tooth. 


The patient consulted his dentist be- 
cause the right upper central incisor was 
loose. There was no pain. The only com- 
plaint was the looseness of the tooth. The 
gingival tissues around it had become red 
and swollen and on examination necrosis 
was evident in the gum tissue nearest the 
tooth. As is well known, local treatment 
was futile. The upper right lateral and 
central incisors became so loose that they 
fell out. The alveolar processes revealed 
a necrosis. In some places the bone was 
almost black. The gingival tissues were 
swollen and inflamed and on the inner 
surface of the lip was an _ irregularly 
shaped ulcer, well demarcated, and cov- 
ered by a dirty gray membrane which was 
tough and difficult to remove. Upon re- 
moval there was no bleeding (Fig. 1). 


2Knott, F. A.: Dental Root Infection, Guy’s 
Hosp. Reports 76:362. 

8Talley, J. E. and Griffith, G. C.: Agranulo- 
cytosis, Med. Clin. North America 13:1079- 
1090 (January) 1930. 
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The cervical glands in most of 
these cases are enlarged and tender. 


MYELOGENOUS LEUKEMIA 


Although myelogeneous leukemia is 
not common, it might be worth while 
to consider it briefly. —TThe mucosa of 
the oral cavity and nose is’ usually 
pale and livid. The tonsils are fre- 
quently covered by a fibrinous gray- 
ish membrane or pseudo-membrane 
which separates without any bleeding. 
Sometimes a stringy mucoid exudate 
is seen over the hard palate and fauces. 
There is an almost constant oozing of 
blood from the mucous membranes of 
the mouth and nose. The tonsils are 
usually enlarged and congested. 

Recently I was called into consul- 
tation to see a case of acute myelo- 
genous leukemia because of bleeding 
from the gums. On examination it 
was noted that the gingivae were in- 
jected and swollen and bled on the 
slightest provocation. Small petechial 
submucosal hemorrhages were present 
in the anterior part of the floor of the 
mouth and the right buccal mucosa. 


ALEUKEMIC LEUKEMIA 


Aleukemic leukemia presents some 
interesting manifestations the 
mouth. The tonsils are usually con- 
gested and may show necrotic ulcer- 
ative patches, discrete in outline and 
dirty gray in color. Ulcerative lesions 
of varying size may also appear on 
the buccal mucosa. The mucous mem- 
brane of the throat is usually a yel- 
lowish red. Gordon and Litvak‘ re- 
ported a case in which petechiae were 
present on the soft palate. Adenop- 
athy in these cases is general, but 
peculiarly enough, are most pro- 
nounced in the submaxillary group. 


AcuTE LYMPHATIC LEUKEMIA 


In acute lymphatic leukemia the 
throat shows evidence of an early ac- 
tive inflammation to such an extent 
that, together with the sudden onset 
with chills and fever, the condition 
may easily be mistaken for a severe 
‘B. and Litvak, A. M.: Diph- 
theria and Oral Lesions of Blood Dyscrasias, 


Med. J. & Record 131:35 (January 1) 1930; 
ibid. 131:74 (January 15) 1930. 
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Fig. granulocytosis revealing necrosis 
of the alveolar process, ulceration, and con- 
gestion of the gingivae. 


Fig. 2—-Acute lymphatic leukemia revealing — 
the pigmented black tongue. WN So 


Fig. 3—Acute lymphetic leukemia with 
marked acute congestion of the oral mucose 
» and ulcerative stomatitis. 


Bs 
id 
Rie 4 AS 
Vp x = ag 
a 
ay 
. 


Fig. 6— Petechial submucosal hemorrhages is 


in buccel mucosa in pernicious anemia. Sim- 


ilar manifestations are also seen in acute ‘ 
.  #ayelogenous leukemia. 


Fig. 4A and B—Tremendous edema, swell- 


ing, and congestion of gingivae in lymphatic 
leukemia. The gums were so swollen in the Z 
lower jaw that the posterior teeth were not ¥ 


visible at all and only the incisal portion wa 
visible in three of the antetior teeth. 


Fig. 5—Ulecerative stomatitis in acute 
lymphatic leukemia. 
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tonsillitis or peritonsillar abscess. ‘The 
oral manifestations of acute leukemia 
are important because they may be the 
only symptoms other than the obser- 
vations of the blood. 

Ulcerations in the mouth are not 
only common but they are the rule. 
They may appear anywhere in the 
mouth: on the tongue, more fre- 
quently on the gingivae, buccal mu- 
cosa, and soft palate, and less so on 
the hard palate. Early in the disease 
dark purpuric spots may extend over 
the vault and onto the gums. The 
gums bleed easily, on the slightest 
provocation. ‘They are swollen and 
edematous, sometimes to such an ex- 
tent that the teeth are actually hid- 
den from view. They are purplish 
red and of a spongy consistency. The 
ulceration is a dirty gray and is 
necrotic, imparting a rather distinctive 
odor to the breath. This ulcerative 
stomatitis is the result of a breaking 
down of the lymphomas. The gan- 
grenous processes spread rapidly and 
may easily be the starting point for 
secondary infections. 

The tonsils are sometimes covered 
by a necrotic exudate which can be 
removed without causing a hemorr- 
hage. The tonsils themselves show 
evidence of hyperplasia. 

The dorsum of the tongue may or 
may not be pigmented deep brown or 
black (Fig. 2). 

The skin is pale, and it is interest- 
ing to note that pyorrhea alveolaris is 
commonly associated with the condi- 
tion.° 

Summary of Symptoms and Ap- 
pearance — Stomatitis leukemia may 
appear as (1) a swelling of the mu- 
cous membrane of the mouth produced 
by a lymphatic hyperplasia similar to 
that found in the lymphatic glands 
and spleen; (2) breaking down of the 
infiltration resulting in the formation 
of necrotic ulcers, gangrenous proc- 
esses and exudates; (3) a gangrenous 
sloughing exudate on the surface of 
the tongue; (4) a scorbutic appear- 
ance of the gums and mucous mem- 
brane with gingival hemorrhage. This 
bleeding on brushing the teeth may be 
the initial symptom; (5) hyperplasia 
and hypertrophy of the lymphoid tis- 
sues in the mouth. The tonsils are 
usually greatly swollen and congested. 
Sometimes they are covered with a 
necrotic sloughing material which has 
more than once been mistaken for 
a diphtheritic membrane. But this 
pseudo-membrane is a much dirtier 
looking gray and does not produce a 
hemorrhage on removal. 


Report of Case—Fig. 3 shows a case of 
acute lymphatic leukemia in a man, aged 


5Newkirk, H. D.: Acute Lymphatic Leukemia 
with Special Reference to Throat Conditions, 
California State J. Med. 19:360, 1921. 


26. It started with a sore throat involving 
at first only the pharynx, gradually spread- 
ing and becoming worse until the entire 
mouth was sore. Mastication and degluti- 
tion were slightly painful. On examination 
the teeth were of a yellowish discoloration. 
The gums were somewhat purple, swollen, 
and tender (Fig. 4). At the upper left 
palato-gingival junction was an ulceration 
about 1 or 2 mm. in diameter. There was 
also an ulceration about 1 cm. in diameter 
behind the left tonsil which was dissected 
loose at the upper pole by the ulcer. At 
the bottom of the ulcer was a yellowish 
gray necrotic mass. The entire mucosa of 
the mouth and pharynx were injected (Fig. 
5). Cervical lymphadenopathy was marked 
bilaterally. The glands were discrete, firm, 
not tender, and easily movable. Later they 
became tender. 


PERNICIOUS ANEMIA 


Pernicious anemia is a not uncom- 
mon disease. The frequency of its oc- 
currence depends a great deal on the 
keenness, alertness, and thoroughness 
of the diagnostician. The appeararice 
of the patient is characteristic, with 
the lemon yellow tint to the skin. But 
even before this cutaneous manifesta- 
tion appears or before any other symp- 
toms are noticed the sensory disturb- 
ances of the tongue may be present. 
In many cases they are. There may 
be a rawness or soreness, intermittent 
burning, and abnormal taste. These 
disturbances are especially marked at 
the tip and edges of the tongue. 

Glossitis is not only common but is 
the rule and almost always precedes 
the anemia. Sometimes there are pain- 
ful cracks and fissures present for 
many years. Each patch heals slowly, 
leaving behind it atrophied epithelium 
devoid of papillae. These atrophic 
patches spread over a large area and 
produce the smooth polished tongue 
of the disease. In the less marked 
cases the glossitis may be unmasked by 
swabbing the tongue with dilute ace- 
tic acid. 

In not a few cases the tongue is 
beefy red and tender but looks abnor- 
mally clean. This is a nearly constant 
and highly characteristic phenomenon 
although not pathognomonic because 
some degree of atrophy may be seen 
in other forms of achylia. 

Addison,® in his masterly descrip- 
tion of this disease said, in describing 
the usual appearance, that the “lips, 
gums and tongue seem almost blood- 
less.’ From personal experiences, it 
seems that Addison should have in- 
cluded all the oral mucous mem- 
branes, unless he intended to include 
this in his description just quoted. Ir- 
respective of the blanching of the 
gums, it is not difficult to cause them 
to bleed; hemorrhage occurs on the 
slightest provocation, and it may prove 
fatal. 


6Addison: In Tice’s Practice of Medicine, 
—o Maryland, W. F. Prior Company. 
4:830. 
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Fig. 6 is a case of pernicious anemia 
with small petechial hemorrhages. The 
mucous membrane is pale and has a 
waxy yellow tone; even the tongue is 
yellowish. The lips do not have the 
slightest bit of redness. Opposite the 
second molars are several small red 
subepithelial petechiae which were 
probably caused by trauma or possibly 
by the underlying disease. 


Less CoMMON BLoop DISEASES 


The observations made here thus 
far have been of the more common of 
the blood dyscrasias, but mention 
should be made of some of the less 
common blood diseases: 

Polycythemia vera presents a deep 
purple discoloration of the tongue and 
mucous membranes of the mouth. 

In purpura hemorrhagica pharyngi- 
tis is common. Purpuric and ecchymo- 
tic spots may appear over the oral 
mucosa and may vary in size from a 
pin point to 3 or 4 inches in diameter. 
Some authorities believe that this dis- 
ease has an infectious basis; probably 
the Streptococcus hemolyticus gains 
entrance through the throat. 

Acute hemolytic anemia also be- 
longs in this grouping in that the mu- 
cous membranes of the mouth are 
markedly blanched. The tongue is 
coated and the tonsils and pharynx are 
greatly congested. 

In hemophilia hemorrhages from 
the mucous membranes of the nose 
and gums may occur but bleeding 
from other mucous membranes is un- 
common. 

Sickle cell anemia is most common- 
ly seen in the negro, and rarely, if 
ever, in Caucasians. The intra-oral 
manifestations present an interesting 
picture. The gums bleed easily but not 
profusely. The mucous membranes 
are anemic. The tongue is slightly 
coated but markedly pallid. The teeth 
are discolored; usually a dark brown 
stain covers them. As a rule there is 
an infection in the mouth, manifested, 
perhaps, by a gingivitis, pyorrhea, or 
dental caries. ‘The lymphoid tissues 
are hyperplastic in most cases. 

Recently Doctor Richard Jaffe per- 
formed an autopsy on a man, aged 22. 
The diagnosis was aplastic anemia. 
There was a large submucosal hem- 
orrhage in the soft palate with an 
overlying ulcerated area. There were 
also numerous hemorrhages on the 
lips and the oral mucosa. ‘The mucosa 
of the left cheek was covered by a 
foul smelling, grayish brown shaggy 
membrane. 


About a year ago, I was called to 
see a case of gangrenous stomatitis 
which occurred in the course of an 
acute Hodgkin’s disease. There was a 


(Continued on page 451) 
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FINAL REPORT OF COMMITTEE ON THE 
COSTS OF MEDICAL CARE 


F the forty-six members of 

the Committee on the Costs 

of Medical Care, eight physi- 

cians and one other member 
signed the First Minority Report 
which is fully discussed in the Journal 
of the American Medical Association 
of December third. Iwo dentists pre- 
sented a Second Minority Report. 
One dentist, fourteen physicians and 
eighteen other members signed the 
Majority Report. One member pre- 
sented a personal analysis; one re- 
fused to sign. 

The following is a summary of 
some of the important facts on which 
the majority recommendations are 
based. A presentation of these recom- 
mendations is included as is also an 
outline of the Second Minority Re- 
port. 

“If services were organized eco- 
nomically and efficiently and sold to 
representative groups of the popula- 
tion, among whom there is not an 
abnormally high rate of sickness, all 
needed medical care of the kind which 
people customarily purchase individu- 
ally could be provided, in urban areas 
at least, at a cost, excluding capital 
charges, of $20 to $40 per capita per 
annum. Included in this care would 
be the services of physicians, dentists, 
and other personnel, and the provi- 
sion of hospitalization, laboratory 
service, x-ray, drugs, eye-glasses, ap- 
pliances, and other items. This esti- 
mate of cost is based not only on a 
theoretical computation of the amount 
of service necessary to meet the peo- 
ple’s real needs and the cost of pro- 
viding it, but also upon the experi- 
ence of various organizations that are 
now providing complete or nearly 
complete service for weekly or month- 
ly fees or without direct charge to 
the beneficiary.” 

The foregoing quotation is taken 
from the Final Report of the Com- 
mittee on the Costs of Medical Care, 
presented November 29, 1932, at the 
close of a five-year program of re- 
search. This report contains a number 
of detailed recommendations concern- 
ing the economic organization of 
medical and dental services which 
may be subsumed under two general 
headings: those aimed to reduce the 
total costs of medical care through 
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more efficient utilization of profes- 
sional personnel and equipment ; those 
aimed to finance medical care on a 
more satisfactory basis through remov- 
ing the present unevenness of the 
costs for individual patients and their 
families. 

The two major recommendations 
of the Committee are stated in their 
Final Report as follows: 


“I. The Committee recommends 
that medical service, both pre- 
ventive and therapeutic, should 
be furnished largely by organ- 
ized groups of physicians, den- 
tists, nurses, pharmacists, and 
other associated personnel. 
Such groups should be organ- 
ized, preferably around a hos- 
pital, for rendering complete 
home, office, and hospital care. 
The form of organization 
should encourage the mainte- 
nance of high standards and 
the development or preserva- 
tion of a personal relation be- 
tween patient and physician. 


“II. The Committee recommends 
that the costs of medical care 
be placed on a group payment 
basis, through the use of insur- 
ance, through the use of tax- 
ation or through the use of 
both these methods. This is 
not meant to preclude the con- 
tinuation of medical service 
provided on an individual fee 
basis for those who prefer the 
present method. Cash benefits, 
i.e., Compensation for wage- 
loss due to illness, if and when 
provided, should be separate 
and distinct from medical 
services.” 


The Committee does not recom- 
mend that everywhere and in every 
instance a sweeping reorganization of 
all medical services be attempted. Un- 
der each of these major recommenda- 
tions there were detailed suggestions 
which might be followed by particular 
groups of practitioners or the general 
public to deal with the special prob- 
lems of their own profession or com- 
munity. 

The Committee’s most fundamental 
specific proposal is the development of 
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“comprehensive community medical 
centers, with branches and medical 
stations where needed, in which the 
medical professions and the public 
participate in the provision of, and the 
payment for, all health and medical 
care, with the professional aspects of 
the service under the control of pro- 
fessional personnel.” 


With regard to proposals concern- 
ing insurance, the Committee states: 

“The participation by commercial 
insurance companies in the forms of 
insurance against the costs of medical 
care which are recommended in this 
report would tend to increase the 
costs and not to improve the quality 
of service .... Furthermore, the ar- 
rangements will be more satisfactory 
to all parties if, in financial matters, 
the practitioners can deal directly with 
patients or their representatives, than 
if they must deal only through an in- 
termediate business agency. Adminis- 
tration by private insurance companies 
would largely, if not entirely, forfeit 
the most important element in the 
establishment and maintenance of 
quality, namely: effective professional 
participation in the formulation of 
policies.” 

Before describing the basis upon 
which these two recommendations 
were made a word should be said 
about three other recommendations of 
the Committee, which are in effect 
correlatives of the first two, or axioms 
on which any program of action 
would ordinarily be based. These 
three recommendations have to do 
with the need for increased attention 
to prevention as distinct from cure in 
the maintenance of public health, the 
recognition of a community of interest 
between medical personnel and the 
general public, and the long-run ad- 
vantage of a broad educational basis 
for the training of all medical prac- 
titioners, including physicians, den- 
tists, nurses, pharmacists, and hospital 
administrators. ‘“There should be an 
agency in each community through 
which the lay and the professional 
groups concerned in providing and 
financing medical services could con- 
sult, plan, and act in behalf of the 
best provision of medical resources 
which the community can afford.” 
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GENERAL FACTS WITH REGARD TO 
THE Costs oF MEDICAL CARE 


For the year 1929 the total national 
medical bill was approximately 3 bil- 
lion, 650 million dollars which meant 
an annual expenditure of approxi- 
mately $30 per person or $125 per 
family. Of this total amount nearly 
80 per cent was paid by individual 
patients or families for medical care, 
approximately 14 per cent was paid 
for taxation, 5 per cent through vol- 
untary contributions of others than 
patients, and 2 per cent by employers 
of labor in accordance with the re- 
quirements of workmen’s compensa- 
tion legislation. Most of the expendi- 
tures through taxation have been for 
the maintenance of hospitals and the 
performance of public health activ- 
ities. 

The two largest single items in the 
total medical bill are expenditures for 
physicians in private practice (nearly 
1 billion, 100 million dollars) and 
the expenditures for the construction 
and maintenance of hospitals (slightly 
more than 850 million dollars). The 
third largest item consists of expendi- 
tures for drugs and medicines, 665 
million dollars. Dentists in private 
practice rank fourth with a total of 
446 million dollars or 12 per cent of 
the total expenditure. This represents 
the group earnings of the 56,800 den- 
tists in private practice in 1929. Nurs- 
ing by trained and untrained persons 
accounts for approximately 5 per cent 
of the total; a little more than 3 per 
cent, or about equal amounts each, are 
paid for the services of nonmedical 
practitioners and for public health 
service. 


Facts UNDERLYING THE FIRST 
RECOMMENDATION : ORGANIZATION 
AND GROUP PRACTICE 


There is no evidence to show that 
the present complaint of the costs of 
medical and dental care was caused 
by unnecessarily high incomes of 
medical and dental practitioners. In 
fact the recommendations of the Com- 
mittee were aimed as much at the in- 
crease and stabilization of professional 
net incomes as at the increased eco- 
nomic efficiency of medical and den- 
tal practice. 


In the year 1929 (a good year) the 
average net incomes of physicians was 
approximately $5,400 a year; for den- 
tists the average was approximately 
$4,800, and for nurses, $1,200. But 
these averages are misleading as an 
indication of the economic status of 
private practitioners generally. There 
is a great unevenness in the distribu- 
tion of net income among the various 


groups. Ihe middle point of net in- 
comes of the typical group of private 
dental practitioners studied was 
$4,000. All facts with regard to den- 
tal incomes used by the Committee on 
the Costs of Medical Care were based 
on studies of the Committee on Den- 
tal Practice of the American Dental 
Association. As will be expected the 
results of the investigation reveal that 
a dentist’s net income tends to in- 
crease with his years of experience, the 
size of the community, and the degree 
of specialization. It was estimated 
that approximately 89 per cent of all 
dentists were general practitioners, 8 
per cent were partial specialists, and 
3 per cent, complete specialists. The 
average net incomes for the year 1929 
for each of these types of practitioner 
were $4,800, $6,100, and $8,000, re- 


spectively. 


The average net incomes of these 
respective groups appear to be not un- 
duly low, but it is clear that these 
incomes are not unduly high consider- 
ing the amount of training and de- 
gree of responsibility required for the 
practice of the profession of dentistry. 
The number of dentists in the United 
States has grown in direct proportion 
to population in recent years with an 
average of fifty-six dentists to 1,000 
population in 1928 and also in 1931. 
A listing of the geographic location of 
the various dentists gives an appear- 
ance of uneven distribution through- 
out the country. If the comparison is 
based solely on the population of the 
areas to be served, unevenness does in 
fact exist. The concentration of den- 
tal practitioners in the larger areas, 
however, is to some extent merely the 
professional counterpart of the con- 


centration of retail distribution in 


metropolitan centers, a condition that 
has resulted from the improved meth- 
ods of transportation and communi- 
cation. The ratios of dentists to popu- 
lation in the states result directly from 
the abilities of the respective states to 
support dental service. There is no 
community in the United States which 
offers a satisfactory income and work- 
ing conditions to a general practi- 
tioner which does not have at least 
one in the community. 


The Majority Report points out 
that the economic situation is no less 
acute among medical institutions, par- 
ticularly hospitals. ‘These institutions, 
built with public funds, are in many 
instances compelled to accept patients 
unable to pay for the services they re- 
quire. The public, insistent on the 
moral obligation of the hospital to ac- 
cept nonpaying patients, has not 
always in turn assumed the obligation 
to pay the costs of such care. Accord- 
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ingly many private physicians are now 
forced to accept only paying patients 
with the result that vast amounts of 
capital investment are inadequately 
utilized at the same time when gov- 
ernmental hospitals are crowded with 
patients and others are foregoing the 
need of adequate medical service. 


The findings of the Committee re- 
veal only one group that could in any 
sense be regarded as excessively re- 
munerated for the services provided 
to the people. This group includes the 
manufacturers and distributors of 
drugs and medicines, particularly se- 
cret formula products for self-medi- 
cation. Although more than $660,- 
000,000 are spent annually for drugs 
and medicines (outside of hospitals, 
clinics, and practitioners’ offices), an ° 
amount greater than the entire com- 
bined expenditures for dentists and 
nurses, the public has made no audi- 
ble complaint because of the more or 
less voluntary and regular nature of 
such purchases. Approximately $500,- 
000,000 are spent annually for drugs 
and medicines that are not explicitly 
prescribed by medical and dental 
practitioners. A large part of this ex- 
penditure is of a kind that would be 
unnecessary if a practitioner were 
consulted. If instead of using such 
drugs a practitioner were consulted, 
the services of physicians and dentists 
would be more completely utilized 
and the health of the people brought 
under the supervision of qualified 
practitioners. 


It is because of such facts as the 
foregoing that the Committee felt 
that practitioners and public alike 
would profit from the coordination of 
some greater degree of economic efh- 
ciency in the production of medical 
and dental services. The report indi- 
cates that the present individualistic 
organization of medical and dental 
practice was characterized in some 
instances by lack of coordination be- 
tween general practitioners and spe- 
cialists, as well as lack of control by 
the medical profession over its own 
members. Many physicians and den- 
tists because of lack of patients were 
unable to use at least one third of 
their potential working time, with the 
resulting failure to use the complex 
and varied medical equipment neces- 
sary to provide good medical service. 
From the patient’s point of view it is 
frequently difficult to choose a quali- 
fied physician or dentist, and many 
persons, even those able to pay, turn 
to self-medication or avoid seeking 
medical service because of the difh- 
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culty and uncertainty of securing an 
adequate practitioner. 


“There are two-fold advantages to 
group clinic practice: advantages to 
the patient and advantages to the 
practitioner. Briefly the advantages to 
the patient are that he may receive a 
better quality of care from a well- 
rounded group, than he would from 
individual physicians, practicing inde- 
pendently and without intimate and 
continuous contact with each other. 
This is a special advantage to the pa- 
tient with an obscure illness or one 
difficult to treat. The clinic as a whole 
assumes responsibility for the quality 
of the patient’s care, and he finds it 
convenient to obtain the services of 
all needed specialists in one place and 
as part of one arrangement. From the 
physician’s point of view, clinic or- 
ganization has the advantages that his 
time is conserved, the spread between 
gross and net income is diminished, a 
large amount of equipment is usually 
available, consultation with colleagues 
is facilitated, vacations and opportuni- 
ties for post-graduate study are more 
readily provided, net income tends to 
be higher and stabilized, records are 
more nearly complete, and research is 
facilitated through the existence of a 
larger number of records. 


“A comparison of the financial as- 
pects of group practice with individ- 
ual practice presents certain problems. 
A special study of a number of typi- 
cal private group clinics showed that 
among the expenses of the clinics are 
included many costs not usually in- 
curred by individual practitioners, for 
example, laboratory and x-ray services 
which private practitioners usually ob- 
tain by sending patients to hospital 
or commercial laboratories. ‘The aver- 
age ‘overhead’ of individual private 
practitioners is approximately 40 per 
cent of their gross income, while, for 
the group clinics studied, the figure 
was only 33 per cent. When, how- 
ever, the items are considered in de- 
tail and an endeavor made to elimi- 
nate those expenses which do not 
usually appear in the individual prac- 
titioner’s account, the ‘overhead’ of 
the clinics is reduced to about 25 per 
cent and, in some instances, to only 
20 per cent.” 


Facts UNDERLYING THE SECOND 
RECOMMENDATION : CosTs AND 
Group PAYMENT 


The second recommendation deals 
with the problem of equalizing the 
burden of the costs of medical care 
and arises out of the fact that in any 
group of people a small number, 
usually from 10 to 15 per cent of the 


families, are forced to bear from 40 
to 60 per cent of the total costs of the 
medical services that the group re- 
ceives. This cost is, to be sure, dis- 
tributed in more or less direct pro- 
portion to the services received, but 
this distribution makes it no easier 
for the individual or his family to pay 
for the costs of medical care for a 
catastrophic illness. 


The average costs for families with 
higher incomes are greater than those 
for families in the lower economic 
group. For example, in a group of 
9,000 families where the average 
charges were $108 for the entire num- 
ber, the average annual expenditure 
for specific income groups ranged as 
follows: $67 for families with in- 
comes from $1,200 to $2,000; $108 
for families with incomes from $3,000 
to $5,000; and $503 for families with 
incomes in excess of $10,000. Like- 
wise the average expenditure per in- 
dividual and per family tends to in- 
crease with the size of the community, 
being higher in the metropolitan areas 
with greater per capita wealth and 
spendable income and lower in the 
rural areas where the family’s budget 
is conducted on a lower price level 
and to some extent on a barter basis. 


The average costs for these various 
groups are, of course, of no signifi- 
cance for the individual families, 
whose expenditures are greater or less 
than the average figure. Within every 
one of these income and geographic 
groups it was found by statistical 
analysis that approximately 15 per 
cent of the families bore 50 per cent 
of the total costs of medical care. 

The drain of medical charges on 
the family’s purse is of two entirely 
different kinds; namely, the costs of 
frequent and comparatively inexpen- 


- sive illness for medical needs, and the 


occurrence of so-called high-cost ill- 
nesses, such as those requiring hos- 
pitalized care or long periods of ex- 
pensive ambulatory treatment. The 
occurrence of a high-cost illness even 
at moderate rates may be a financial 
catastrophe for the families of small 
or modest incomes. The cost of hos- 
pitalized illness constitutes such a 
large fraction of the total bill for 
medical care (50 per cent) that it de- 
serves special attention. The bill for 
hospital care accounts for only 40 per 
cent of the cost in most income 
groups, and a smaller proportion 
among well-to-do families. Physicians’ 
fees comprise approximately 45 per 
cent of the total with 5 per cent be- 
ing paid for special nursing in the hos- 
pital and in the home and following 
hospitalization. 


According to the report the indi- 
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vidual method of paying for medical 
care, in addition to lack of education 
as to the value of dental service, has 
failed to give the American people 
the full benefit of present-day dental 
science and art. This fact is apparent 
from the Committee’s data which re- 
veal that only half of the families 
make any expenditures for dentistry 
in the course of a year. The propor- 
tion of families receiving dental care 
was higher among those with higher 
incomes. 


The report states that for the 9,000 
families whose annual expenditures 
for total medical care were $108 in 
1929, the average expenditure for 
dentistry was 18.5 per cent of this 
amount or approximately $20 per year 
per family. But these expenditures 
were not evenly distributed through- 
out the group. Not only were larger 
actual amounts spent for dentistry 
among families in the higher income 
levels but the proportionate amounts 
also increased with the average fam- 
ily income, indicating probably that 
families in the lower income levels re- 
ceived inadequate care. That this as- 
sumption is undoubtedly correct may 
be inferred from the fact that 
although the number of illnesses of 
various kinds for which families of 
various income levels were treated 
were approximately the same for all 
groups, the average amount of dental 
care received was eight times as great 
for families with incomes of $10,000 
and more as for those with incomes 
of less than $1,200. Less than 12 per 
cent of the individuals in families 
with incomes of $1,200 or less re- 
ceived any dental care during the 
twelve-months period. ‘Twenty-five 
per cent of individuals received den- 
tal care in families with incomes of 
$2,000 to $3,000 annually, whereas 
87 per cent of individuals in families 
of $10,000 incomes and more received 
some dental services. 


The foregoing factual material in- 
dicates clearly that not all medical 
and dental practitioners receive ade- 
quate financial support for the serv- 
ices that they render and that the in- 
dividual method of payment for care 
has not always resulted in the distri- 
bution of adequate medical and dental 
service to the people or an equitable 
distribution of the burden of costs 
among the public. 


RECENT DEVELOPMENTS IN THE 
ECONOMIC ORGANIZATION FOR 
MeEpDICAL CARE 


In addition to the preceding basic 
facts concerning the economics of pri- 
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vate practice and the prevailing meth- 
ods of financing medical service, the 
Committee described and recommend- 
ed certain forms of economic organ- 
ization which incorporated the prin- 
ciples of group practice and group 
payment. It became apparent from 
preliminary studies of the Committee 
that present-day medical services have 
definitely moved from the homes of 
doctor and patient as the centers of 
medical service. The shift to office 
and hospital practice has forced on 
individual medical practitioners and 
institutions the need for better co- 
ordination of the services of special- 
ized professional personnel, procedure, 
and expensive apparatus and equip- 
ment. It was found that many groups 
of physicians and dentists had reduced 
their overhead cost through joint util- 
ization of office space, waiting room, 
scientific equipment and _ technical 
and clinic personnel. A substantial 
number of general hospitals have en- 
couraged and developed the use of 
hospital personnel and facilities by 
individual medical and dental practi- 
tioners in the care of their private 
office cases. A further step toward 
integration of medical and dental 
services has appeared in the private 
group clinic, in which the incomes as 
well as the expenses of the participat- 
ing practitioners are pooled. In such 
groups the individual physician or 
dentist has little or no financial rela- 
tionship with patients. The experi- 
ence of such clinics indicates the pos- 
sibility of rendering good service at 
decreased costs, the benefits of which 
may be shared by the practitioner, the 
public, or both. For patients of lim- 
ited means, pay clinics in which phy- 
sicians are remunerated have made 
possible the provision of medical serv- 
ices on a nonprofit basis at actual 
cost or with a minimum of public 
subsidy. 


Other forms of organization in the 
provision of medical services were ob- 
served in the coordination of all fees 
for hospitalized illnesses in which a 
hospital assumes full responsibility 
for the establishment and collection 
of fees for the physician and private 
nurses, the fees being agreed on in 
advance. Certain organizations of 
nursing service were also found to be 
in existence through the administra- 
tion of visiting nurse associations, 
although most of these activities were 
carried on as special public health ac- 
tivities. 

Some of the various forms of group 
provision of medical care have been 
coupled with plans for group pay- 
ment. In fact, in most cases this con- 
dition exists. Various forms of group 
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Final Report 
Committee on the Costs of Medical Care 


MAJORITY REPORT 
(Signed by 33 Members: | Dentist; 14 Physicians; 18 Other Members.) 


. Preventive and therapeutic medical service to be furnished largely by 
organized groups. 


. Extension of all basic public health services so that they will be available 
to the entire population according to its needs. 


Ww 


. Costs of medical care to be placed on a group payment basis, through 
the use of insurance, or of taxation, or of both of these methods. 
Private insurance companies not approved. 


4. Rural and urban agencies to be formed to study, evaluate, and coordi- 
nate medical services. 

5. (a) Training of physicians to stress prevention of disease. 
(b) Dental students to be given a broader educational background. 
(c) More attention to be paid to social aspects of medical practice. 


(d) More opportunities to be offered to provide competent health offi- 
cers, nurses, pharmacists, aides, midwives, hospital and clinic ad- 
ministrators. 


(e) Specialties to be restricted to those specially qualified. 


MINORITY REPORT NUMBER 1 
(Signed by 9 Members: 8 Physicians; | Other Member.) 


|. Government competition in the practice of medicine to be discontinued 
and restricted to (a) care of the indigent and patients with diseases 
that can be cared for only in governmental institutions; (b) promotion 
of public health; (c) support of medical departments of Army and 
Navy, Coast and Geodetic Survey; (d) care of disabled veterans suffer- 
ing from bona fide service-connected disabilities and diseases. 


2. Government care of indigent to be expanded to relieve medical profes- 
sion of burden. 


3. The fourth recommendation of the Majority Report. 
4. Restore the general practitioner to the central place in medical practice. 
5. Oppose corporate practice financed through intermediary agencies. 


6. Development by state or county medical societies of plans for medical 
care. 


MINORITY REPORT NUMBER 2 
(Signed by 2 Dentists.) 


|. Agreement with Majority Report: 


(a) Items | and 2: Organization and availability. 
(b) Item 3: Group payment. 
2. Agreement with Minority Report: 
(a) Recognition of evils in group practice and in insurance. 
(b) Professionally sponsored plans for medical care. 
Specific suggestion: Recommend insurance plans of Milwaukee 
County Medical Society and California Medical Society. 
3. Points out: | 
(a) Compulsory insurance will grow out of voluntary insurance. 
(b) Group practice and payment plans alone not sufficient. Wage scale 
and incomes of people must be raised. 
(c) Standards of group practice must be established. 
(d) Conflicts must be avoided between those in private practice and 
those in group practice during transitional period. 


OTHER COMMITTEE MEMBERS: | Presented a Formal Analysis 
| Did Not Sign 
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payment for medical care, which is, 
of course; a form of sickness insurance, 
have been developed in the United 
States, although at the present time 
the total number of persons covered 
by such provision is not great. The 
significance of the development of 
sickness insurance lies in its possibil- 
ities and the results of existing experi- 
ments rather than in the rapidity of 
the present movement. 


Among the various forms of sick- 
ness insurance are the rather limited 
medical benefits under individual com- 
mercial accident and health policies 
and the widespread development of 
sickness insurance organizations on the 
Pacific Coast whose function is to serve 
as middle man between groups of em- 
ployed persons and groups of medical 
practitioners, under the ‘Medical Aid 
Acts” of the respective states. Most of 
the successful group payment plans 
have been conducted on a nonprofit 
basis. By a nonprofit plan is meant 
one by which the medical practition- 
ers or institutions deal directly with 
groups of patients or with an agency 
composed of and legally controlled by 
the potential patients rather than by 
a middle man. Many different kinds 
of groups have utilized the principle 
of group payment in the privision of 
medical care for their sick members. 
The most common group is that com- 
prised of the employees of a single 
enterprise, such as a lumber or min- 
ing camp, a railroad, a factory, or de- 
partment store. Students of universi- 
ties have also been covered. 


“Of the 211,000 manufacturing 
establishments in the United States in 
1929, only 29,000 employed over 50 
wage-earners as a yearly average, al- 
though their total employees num- 
bered 7,000,000 of the 9,000,000 in 
all manufacturing establishments. If 
employees of other types of organiza- 
tions of suitable size be added, the 
7,000,000 might be increased to 
10,000,000 or 12,000,000 employees, 
with 20,000,000 to 30,000,000 de- 
pendents, giving a total of 30,000,000 
to 40,000,000 persons who might con- 
ceivably be served by industrial med- 
ical services.” 


The most usual basis of financing 


is group payment by associations of 
employees, although in some instances 


medical services have been financed. 


directly from the company treasury 
or subsidized in part by contributions 
from the employer. “In Roanoke 
Rapids, North Carolina, five indus- 
trial establishments have cooperated 
with their employees in the develop- 
ment of community medical service. 
Unlimited hospital care; home and 
hospital nursing ; and home, office, and 
hospital attention by physicians are in- 


cluded. The employees pay 25 cents 
per week, which amounts to nearly 
$33,000 per year, and the mills pay a 
total of $56,000 per year. While the 
funds so provided are not sufficient to 
prevent certain inadequacies in the 
service, the medical and surgical care 
is, on the whole, of a high order.” 

The scope of medical benefits varies 
with each plan as does also the indi- 
vidual premiums necessary to pay the 
costs. Usually dentistry is excluded 
from the benefits of group payment 
plans although in some _ instances 
prophylaxis and extractions are made 
a part of the scheme. A type of group 
payment plan at present attracting 
great public interest is insurance for 
hospital care. The hospital bill is 
always a large sum and the element of 
uncertainty and hazard makes such 
service particularly appropriate as the 
sole benefit or one of the benefits in 
all insurance plans. 

In order that undesirable or unfair 
forms of competition might be avoided, 
the Committee recommended: “The 
formulation of general standards and 
policies, the regulation of charges, and 
the arbitration of difficulties by the 
state medical and dental societies or 
by an officially appointed medical 
board nominated in large part by the 
societies.” 


The Committee on the Costs of 
Medical Care also described and rec- 
ommended certain cases in which the 
use of tax funds were particularly ap- 
propriate in the financing of medical 
services. These include for the most 
part indirect contributions, particu- 
larly through the admission of paying 
patients to government hospitals and 
the introduction of local government 
subsidies to nongovernment hospitals. 
It was also suggested that tax funds 
be used to reimburse physicians and 
dentists for their services to nonpay- 
ing patients who were definitely re- 
garded as the responsibility of the 
general public insofar as medical care 
was concerned. (This suggestion in 
the Majority Report is one of the 
main recommendations of the First 
Minority Report.) It was felt that 
in rural communities, particularly, the 
American people might well profit by 
the experience of certain areas in the 
province of Saskatchewan, Canada, 
which had employed medical practi- 
tioners on a full-time basis, the sala- 
ries being paid out of tax funds and 
medical services being given to all 
residents of the community without 
charge. 


ATTITUDES TOWARD COMPULSORY 
HEALTH INSURANCE 


A marked division of opinion de- 
veloped within the Committee con- 
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cerning the type of health insurance 
to be recommended. Nine members 
who signed the Majority Report rec- 
ommended compulsory health insur- 
ance at once; four other signers of the 
Majority Report recommended seri- 
ous consideration of the idea of intro- 
ducing health insurance in some states 
in the union. Of the nine members 
who signed the First Minority Report, 
two were physicians who expressly 
favored health insurance. Although 
the remainder did not recommend 
health insurance in any form, their 
view in the First Minority Report 
reads as follows: “It seems clear, 
then, that if we must adopt in this 
country either of the methods tried 
out in Europe, the sensible and log- 
ical plan would be to adopt the method 
to which European countries have 
come through experience, that is, a 
compulsory plan under government 
control.”’ 


SECOND MINoRITY STATEMENT BY 
DENTAL PRACTITIONER MEMBERS 


A Minority Report was submitted 
by my colleague, Doctor C. E. Ru- 
dolph, and me, as members of the 
Committee on the Costs of Medical 
Care. The essential features of the 
Second Minority Report were as fol- 
lows: 


1. Agreement with the Majority in 
the recognition of present-day 
professional and social trends in 
medical care and the need for 
substantial changes in the manner 
in which medical care is paid for 
and provided. 


2. Agreement with the major recom- 
mendations that group practice 
and group payment (health in- 
surance) should be developed and 
extended under professional di- 
rection. There was some dis- 
agreement on specific majority 
proposals. 


(The Committee made no ade- 
quate study of group practice as 
related to dentistry and presents 
no facts or figures that warrant 
definite conclusion on this sub- 
ject. Further study and experi- 
ment are necessary. ) 

3. Agreement with the First Mi- 
nority Report in recognition of 
the evils in group practice and in 
insurance, but confident that 
these evils result largely from the 
lack of professional initiative and 
control in the early stages of de- 
velopment. 


4. Recognition that compulsory in- 
surance will grow out of experi- 
ments with voluntary insurance. 
Professional control of voluntary 
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insurance can eliminate most of 
the evils of competition and set 
a satisfactory pattern for high 
standards when compulsory in- 
surance is instituted. 

5. Approval and recommendation 
of such insurance plans as those 
formulated by the Milwaukee 
County Medical Society and the 
California State Medical Society. 

6. Recommendation that competent 
organizations study group prac- 
tice and define standards in much 
the same way that medical and 
dental schools have been studied 
and standardized. 


7. Recognition that during rapid 
social changes, group practice and 
individual practice will develop 
side by side, and that adjustments 
must be made and_ conflicts 
avoided between individual prac- 
titioners and groups. This is to 
the interest of both the public 
and the professions. 

8. Recognition that the low incomes 
of a large portion of wage- 
earners, as cited in the Commit- 
tee’s studies, are among the fun- 
damental reasons for the present 
inadequacy of medical care. 
Group practice and group pay- 
ment even if fully developed are 
not sufficient to guarantee the 
American people adequate med- 
ical service unless accompanied 
by higher standards of living and 
an adequate minimum wage for 
all workers. A minimum wage 
of $3,000 a year would do much 
to guarantee adequate medical 
care. 


Quo Vapis? 


The suggestions of the majority of 
the Committee that various forms of 
group practice and group payment be 
extended in the provision and financ- 
ing of medical care places on the 
dental profession the responsibility of 
carefully considering the effects of 
such procedures to particular groups 
of practitioners and in particular geo- 
graphic areas. 


1. What, for example, are the 
practical advantages and limitations 
of conducting dental service on a 
group basis? 

2. If group practice is to develop 
in the field of dentistry should it be 
through a group of dental specialists 
who coordinate their services with the 
use of subsidiary personnel and equip- 
ment or should dentists associate them- 
selves with physicians in clinics that 
provide complete medical and dental 
service ? 

3. If dentistry is to be extended to 
the 80 per cent of the people not re- 
ceiving dental care at the present time, 
will this extension require an increase 
of practitioners or can the work be 
performed through cooperative effort 
and the more adequate utilization of 
the present members of the profession ? 


4. Will group payment plans tend 
to increase or decrease the amount 
and quality of dental service rendered ? 


5. What would be the effect of 
group payment (sickness insurance) 
plans on the average incomes of den- 
tists, both general practitioners and 
specialists ? 
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6. Would the provision of dental 
services by the year for an agreed 
average sum to all patients tend to 
increase or decrease the dentist’s per- 
sonal interest in his patient? 

7. What would be the effect of such 
dental care insurance on the practi- 
tioner’s interest in preventive service 
as well as the patient’s willingness to 
cooperate in safeguarding his dental 
health ? 

8. What would be the effect on 
dental clinics and the quality of den- 
tal service if service to nonpaying 
patients were to be remunerated from 
tax funds? 

9. What would the effect of such 
procedure be on the health of the 
American people? 

The foregoing are only some of the 
questions that arise from the recom- 
mendations of the Committee on the 
Costs of Medical Care as a result of 
the investigation. Some of them call 
for immediate answers; others are less 
pressing. All of them should be seri- 
ously considered by leaders of the 
dental profession. The findings indi- 
cate clearly the needs of the profes- 
sions and the public which are not 
being adequately met at the present 
time, from either the professional or 
the economic point of view. What 
action and leadership the dental pro- 
fession will offer in the immediate 
future only time will tell. Careful 
reading of the final report of the 
Committee and a careful study of the 
factual material presented in Sum- 
mary Volume 26 of the Publications 
of the Committee on the Costs of 
Medical Care is strongly urged. 
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PERIODONTAL DISEASE: DIAGNOSIS 


‘TREATMENT 


NE of the outstanding fac- 
tors responsible for failure 
in treatment is a lack of 
confidence in results. Only 

after one has learned the fundamen- 
tals and practiced them can he become 
convinced of the fact that the disease 
is curable. Success in treatment re- 
quires patience and particular atten- 
tion to all details. In the treatment 
of more advanced cases care should 
be taken not to attempt the impossi- 
ble. When the general health and re- 
sistance are low and the condition is 
well advanced, all seriously affected 
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teeth should be extracted before treat- 
ment is begun. After gingival mas- 
sage and instrumentation suppuration 
ceases and pockets should close. 

To be completely successful, then, 
the following should take place: 

1. The infection should be elimi- 
nated. 

2. The destruction should be 
checked. 

3. The teeth should become firmer. 

4. Pockets should close up. 

5. Tissues should take on a healthy 
color. 

Often after the use of medicaments 
and the removal of deposits, an im- 


provement is observed and the opera- 
tor feels satisfied that a successful 
result has been procured. A closer ob- 
servation reveals the fact that the de- 
structive process continues and in a 
comparatively short time the original 
condition returns. ‘To obtain more 
lasting results, however, it is impor- 
tant to study all factors involved in 
treatment and to apply this knowl- 
edge toward making permanent the 
improvement. 


There are some dentists who still 
believe that periodontal disease can- 
not be cured, and the reasons are 
probably among the following: (1) 


Fig. 41—The College Set consisting of probe, prophylactic chisel, sickles, hoes, and curets. Other curets may be added | 
from time to time. 
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Fig. 42—Note how the probe is employed. It is essential to obtain Fig. 47—Use of anterior curet as a chisel in a narrow interdental 
space. 


proper finger rest in order to probe properly. 


Fig. 43—Use of prophylactic chisel. This is used with a push 
motion and not only dislodges deposits on the proximal surfaces but 
also aids in removing gross deposits on the lingual surface. Note 
that the index finger of the left hand is used to depress the lip and 
also acts as the rest for the third finger of the right hand. 


Fig. 44—Use of anterior sickle. Note finger positions while the 
instrument is being used. The index finger of the left hand de- 
presses the lip and the thumb supports the chin. 


Fig. 446—Two-point contact obtained with the lingual hoe. 
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Fig. 49—Anterior cuspid curet showing proper position of instru- 


ment and fingers for absolute control of instrument. 


Fig. 51—Proper position of hoes on lower left first molar. 


: 
i et | 
Fig. 48—Use of anterior curet. S 
e 
i wi he lab i 
abdia 
: T t tact obtained with + : 
Fig. 45—Two-point conta al aa 


THE DENTAL DIGEST 


Incorrect and inaccurate case records; 
(2) an inability or unwillingness to 
recognize oral lesions; (3) incorrect 
occlusal adjustments; (4) an unscien- 
tific use of instruments; (5) unneces- 
sary use of drugs; (6) inability to 
teach the patient proper toothbrush 
massage. 

The success of treatment based on 
recent observations will depend in a 
large measure on the control of the 
three fundamental factors on which 
such treatment is based: (1) the elim- 
ination of the cause; (2) proper in- 
strumentation to remove the effects, 
and (3) stimulation of the tissues and 
raising of the resistance by means of 
the toothbrush and diet. 


INSTRU MENTATION 


A knowledge of the proper use of © 


instruments in the treatment of perio- 
dontal disease is essential if one is to 
procure the best results obtainable. It 
is difficult to advise the exact type of 
instrument that could best be adapted 
because periodontists throughout the 
country are using combinations of 
various types of instruments. Regard- 
less of the type of instrument used, 
the operator must develop a delicate 
sense of touch, or what might be 
called the “feel” of the instrument. 
The purpose of instrumentation is to 
remove all deposits both above and 
below the gum line before the cemen- 
tum is smoothed and polished. 


Operators should select instruments 
that can be used with greatest ease 
and that will cause the least injury 
to the tissues. 


The McCall College Set of instru- 
ments (Fig. 41) which is well suited 
to the needs of the practice of perio- 
dontia consists of a prophylactic chisel, 
sickles, hoes, and curets. 


The Probe—The probe is used to 
determine the depth of the pocket. 
This can be accomplished by either 
an abscess probe or one which has a 
blunted end as is observed in Fig. 42. 
The approximate depth is noted and 
recorded on the history chart. 

Procedure in Instrumentation on 
Anterior Teeth—The chisel, sickles, 
and hoes are used to remove the gross 
deposits. 

1. Prophylactic chisel, number 1, 
is used for the proximal surfaces of 
anterior teeth. 

2. Anterior sickle, number 10, is 
used for the labial and lingual ap- 
proximal angles. 

3. Labial hoes, numbers 2 and 6, 
are used for labial surfaces of anterior 
teeth. 

4. Lingual hoes, numbers 3 and 5, 
are used for lingual surfaces of an- 
terior teeth. 


5. The lingual hoes are followed 
by the curets. 

It will be noted that all the sur- 
faces are scaled. “The same method is 
used on posterior teeth. Each instru- 
ment employed is a follow-up of the 
one used previously. The lower left 
first molar is used as the demonstra- 
tion tooth (Fig. 51). 

6. The number 4 hoe is used for 
the mesial surfaces of posterior teeth. 

7. The number 8 hoe is used for 
the distal surfaces of posterior teeth. 

8. Sickles, numbers 11 and 12, are 
used for the lingual-approximal and 
bucco-approximal angles. 

9. Hoes, numbers 2 and 6, are 


. used for the mesio-lingual and mesio- 


buccal surfaces of posterior teeth. 
10. Hoes, numbers 3 and 5, are 
used for the disto-lingual and disto- 
buccal surfaces of posterior teeth. 
11. Hoes, numbers 7 and 9, are used 
for the lingual and buccal surfaces of 
posterior teeth. 


12. Hoes 7 and 9 are followed by 
the curets, porte-polisher, and silk 
floss. 

13. The prophylactic chisel, number 
1 (Fig. 43), is used on the proximal 
surfaces of the anterior teeth, and is 
placed between tissues and _ tooth, 
above the enamel-cemental junction. 
It is used with a push motion and 
removes calcareous deposits on the 
proximal surfaces; however, extreme 
care must be employed in its use, for 
carelessness might sever the attach- 
ment between the gingiva and tooth 
surface. It might be useful for one 
who is not familiar with the process 
of locating deposits to use an electric 
mouth mirror as a guide. The instru- 
ment is well planned and follows the 
contour of the teeth easily. 


14. The number 10 sickle follows 


the chisel and is a scaler, the edges 


‘of which converge and the blade ter- 


minates in a point. It is used to re- 
move the calcareous deposits on labio- 
approximal and_ linguo-approximal 
surfaces. Because of its shape it 
should not be used more than 1 mm. 
below the gum line (Fig. 44). 


15. The hoes are the next instru- 
ments employed in the removal of de- 
posits. The cutting edge of this in- 
strument is bent approximately at 
right angles to the shank. This in- 
strument is so constructed that a two- 
point contact can be procured. This 
is obtained by permitting the shank 
and the blade to be in contact with 
the tooth when the deposit is removed. 
Hoes 2 and 6 (Fig. 45) are used on 
the labial surfaces of the anterior 
teeth, and 3 and 5 (Fig. 46) on the 
lingual surfaces of anterior teeth. 
They are used with a pull motion. 

16. When the various surfaces of 
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the anterior teeth have been covered 
with the chisel, sickle, and hoe, the 
curets are employed in case pockets 
are present and to remove deposits on 
the cementum. The cementum is then 
smoothed. ‘The edges of the instru- 
ment are approximately parallel and 
the blade terminates in a rounded 
point. The curets are used with a 
push and pull motion. The most ef- 
fective angle for push is about 15 
degrees and for pulling about 75 de- 
grees. The curets may also be em- 
ployed where there is a narrow inter- 
proximate space, as is shown in Fig. 
47. It is usually used in the manner 
shown in Fig. 48. The anterior bicus- 
pid curet may be employed in deep 
pockets (Fig. 49). The universal 
curet, the most popular in the set, is 
used on all the teeth. ‘The same gen- 
eral rules apply to this curet as others 
(Fig. 50). 

The Procedure in Instrumentation 
on Posterior Teeth—The same gen- 
eral procedure is followed in prophy- 
lactic work on the posterior teeth; 
namely, instruments are used on the 
various surfaces of teeth in such a 
manner that all surfaces are covered 
in rotation. Fig. 51 was suggested by 
Doctor F. J. Bronner, professor of 
operative dentistry at the New York 
University College of Dentistry, to 
illustrate the various locations of the 
instruments as applied to a lower left 
first molar. 

1. The first instrument used is a 
number 4 which is so shaped as to 
remove deposits from the mesial sur- 
faces of posterior teeth (Fig. 52). 
This is followed by number 8 which 
is used on the distal sur.aces of pos- 
terior teeth (Fig. 53). 

2. The next instruments to follow 
are the sickles, numbers 11 and 12, 
which remove deposits from the lin- 
gual and buccal approximal surfaces. 
These are used with a pull motion. 

3. Numbers 11 and 12 of the 
McCall set are followed by numbers 
2 and 6, and 3 and 5, which are used 
on mesio-lingual, mesio-buccal, disto- 
lingual, and disto-buccal surfaces. 

4. Numbers 7 and 9, the last of 
the hoes, are used in the process of 
removal of gross deposits on the lin- 
gual and buccal surfaces, and are 
shown in figures 54 and 55. 


Porte-Polisher—The porte-polisher 
polishes the teeth and should be used 
with a motion toward the gum line so 
that an additional stimulating action 
might be felt by its use. It is neces- 
sary to procure a firm finger rest to 
be better enabled to control the in- 
strument. Politor, silex, or flour of 
pumice might be employed in the pol- 
ishing process (Fig. 56). 

The Use of Silk Floss—Flat silk 


2 4% 
A 
4 
¥ 
BSF 
3 
> 
1 
ry 
“ta 
4 


December, 1932 


THE DENTAL DIGEST 


Fig. 52—Use of the number 4 hoe. Note finger position. 


Fig. 53—Use of number 8 hoe. This is a very useful instrument to 


remove deposits from the distal surface of third molars. 


Fig. 54—Use of the number 7 hoe on the lingual surface of a lower 
left first molar. Note finger position. 


floss is employed to clean the approxi- 
mal surfaces of teeth. The floss is 
grasped in such a manner that it 
passes over the ends of the forefingers 
or forefinger on one hand and thumb 
of the other, with no more than one 
inch of silk between the hands (Fig. 
57). The finger carrying the lingual 
end is supported on the occlusal sur- 
faces of teeth so that proper control 
of the floss is maintained. It is car- 
ried past the contact point, and then 
moved bucco-lingually in turn against 
the approximal surfaces. Care must 
be observed to avoid injury to the 
tissues. 
SUGGESTIONS 

1. It is necessary to develop a sense 
of touch. 

2. The dentist should stand or sit 
in front of the patient while operat- 
ing. The exception occurs for the 
upper anterior teeth in which case 
the chair is tilted back, a mirror is 
introduced, and instrumentation is ac- 
complished from behind. 

3. Instruments must always be 


sharp. Sharp instruments do more 
effective work in less time and with 
less injury to tissues. 

4. One should develop control of 
the instrument and should develop 
firm finger rests whether instruments 
or porte-polisher are being used. The 
third or fourth finger might be placed 
on the tooth for a finger rest. Often 
the gingival tissue, or a finger of the 
left hand, which in turn has a firm 
rest on a tooth, might be employed 
for a rest. The fingers clamp the in- 
strument and the entire hand moves 
the instrument over the tooth. 

5. One side at a time is scaled 
thoroughly. This will allow the pa- 
tient to use the other side in case of 
discomfort. 

6. It might be advisable to dip the 
instrument into an antiseptic solution 
that has soothing effects. The follow- 
ing is suggested for its antiseptic, an- 
esthetic, and soothing qualities: 

Tincture of iodine 6 ce. 


Tincture of aconite 6 cc. 
Glycerin and benzyl alcohol........ 60 cc. 
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Fig. 56—Use of the porte-polisher. 


teeth. This photograph was taken while work was b 
plished from behind the patient. Note the short piece of floss 
between the fingers. 


Fig. 55—Use of number 9 hoe on a posterior tooth. Note two- 


point contact. 


Fig. 57—Use of wax silk floss cleaning the proximal surfaces of 


eing accom- 


7. A disclosing solution can be used 
to help in disclosing mucinous plaques: 


Iodide (crystals) 3.3 Gm. 
Potassium iodide 1.00 Gm. 
Zinc iodide 1.00 Gm. 
Glycerin 15 ce. 
Water 15 ce. 


The solution is mixed, put in a bot- 
tle with a glass stopper, and labeled. 

When the teeth have been painted 
with the disclosing solution, one or 
two at a time, they are rinsed imme- 
diately with water. 

8. One should follow along the 
surfaces to be scaled, not begin on one 


surface and come out through an- 
other. 


9. It might be wise to inject a local 
anesthetic before working on neurotic 
patients toward whom, incidentally, 
one should be sympathetic. 

10. Care should be taken not to 
traumatize tissue. This can be ac- 
complished by the control of the in- 
strument. (To next page) 
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; APPEARANCE BEFORE AND AFTER TREATMENT 


Fig. 58 (Case 1)—Miss S., aged 38. Gingival tissue blue and 
| bloated; symmetric recession; periodontal pockets with suppuration; 
a traumatic occlusion in centric and eccentric positions of the man- 

dible, and mobility of teeth. Note that the lower central incisors 

have drifted apart. 


Fig. 62 (Case |)—Note filling in of bone four months later. 


Fig. 59 (Case |)—Two months later. Suppuration ceased and teeth Fig. 63 (Case 2)—Miss P., aged 21. Bluish coloration of tissue pres- 
became firm. Space between the central incisors closed up and ent; calcareous deposits; traumatic occlusion; festoons; 
were retained with a wire ligature for a period of two months. mobility of teeth. 
: Patient was dismissed for a few months. Shiny areas are photo- 
graphic high spots. 


Fig. 60 (Case !)—Four months later. Note definite improvement in Fig. 64 (Case 2)—Six months after treatment. Note definite 
gingival contour and position of teeth. improvement. 


Fig. 65 (Case 3)—Miss T., aged 40. Typical periodontal lesion of 
Fig. 61 (Case 1)—Roentgenogram of lower central incisors before lower teeth; mobility of teeth; extreme loss of bone; suppuration; 
treatment. congestion; teeth responded to normal vitality tests. 
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Fig. 66 (Case 3)—One year after treatment, Pinledge splint was 
constructed from cuspid to cuspid to give mobile teeth support. 
Note definite improvement in gingival color and texture. 


Fig. 70 (Case 3)—Two years after completion of treatment. Note 
further filling in of bone. Teeth still respond to normal vitality tests. 


Fig. 67 (Case 3)—Roentgenograms before 
treatment. Note loss of bone. 


Fig. 68 (Case 3)—Roentgenograms before 
pinledge was constructed. 


Fig. 69 (Case 3)—Six months after the insertion of the splint. 


Note filling in of bone. 


Fig. 71 (Case 4)—Mrs. M., aged 42 years. Note severe periodontal 
condition. 


Fig. 73 (Case 4)—One year after treatment. Note improvement 
in gingival color. Tissues and teeth became firm; suppuration 
ceased; the teeth were no longer mobile. 
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Fig. 74 (Case 5)—Miss M., aged 18. Proliferative gingivitis com- Fig. 78 (Case 5)—Lingual aspect. Note epulis on the upper left 
plicated by severe overbite. Note extreme inflammation and central incisor and the proliferative tissue obscuring the upper right 
vermilion color of tissue covering upper and lower teeth. Deep bicuspid and molar. 

cleft on upper left central incisor. 


Fig. 79 (Case 5)—Lingual view after two weeks of treatment. Note 
reduction of proliferative tissue on upper right side. Teeth are now 
not hidden from view. At this stage work was confined to the upper 
teeth. Note extreme hypertrophy of tissue on the labial surface 
of lower incisors. 


Fig. 76 (Case 5)—After two weeks of treatment. Note change in 
color and size of tissue. 


Fig. 77 (Case 5)—Four months after treatment was instituted. Note Fig. 80 (Case 5)—Improvement at time of dismissal. Proliferative 
improvement in the health of the tissues; eradication of clefts and tissue surrounding the teeth is noticeably reduced and has assumed 
the tendency of the gingival tissues to assume normal contour. a healthy pink color. 
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Fig. 81 (Case 6)—Miss B., 
aged 24, of a neurotic tem- 
perament, had a severe 
case of periodontal disturb- 
ance with loss of bone and 
suppuration. Note loss of 
bone at points A and B, 
and note space between 
lower right lateral and 
cuspid. 


Fig. 82 (Case 6)—One year later. Note filling in of 
bone at A and B, and how lower right cuspid moved 
toward lateral incisor. 


Fig. 83 (Case 6)—Two years later. Note further filling 
in of bone. 


Fig. 84 (Case 6)—Three years later. Note the bone changes that have taken place at A and B. 
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Fig. 85 (Case 7)—Mr. E., aged 38, who was otherwise in 
excellent health, had a severe case of periodontal disease 
which was particularly marked on the lower anterior teeth. 
The teeth were vital but mobile and there was severe 
loss of bone. 


Fig. 86 (Case 7)—Four months later. 


Fig. 87 (Case 7)—One year later. 
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Fig. 88 (Case 7)—Two years later. 


Fig. 89 (Case 7)—Three years later. 


Fig. 90 (Case 7)—Four years later. 
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Fig. 94 (Case 8)—Photograph five years after completion of treat- 
ment. Through: proper care patients can maintain the results pro- 
cured at the completion of treatment. 


Fig. 91 (Case 7)—Five years later. Note the bone changes 
over these years. 
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Fig. 95 (Case 9)—Mrs. B., aged 35. A, Before treatment. Note 
loss of bone. B, Two years later. Note bone changes fs 
about the teeth. 


Fig. 92 (Case 8)—Miss G., aged 43, had a severe periodontal 

condition involving all the teeth. The condition was marked by 

mobility of the teeth; suppuration; bluish coloration; gingival con- 
gestion, and protrusive position. 


Fig. 96 (Case 10)—Miss K., aged 14. Orthodontic work necessary. 
Note proliferation of tissue. 


Fig. 93 (Case 8)—Centric position. (To next page) pak 
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Fig. 97 (Case 10)—Case at completion of treatment before patient Fig. 101 (Case 1!)—Appearance at completion of treatment before 
Ea is sent to orthodontist for treatment. 


patient's return to orthodontist. Grinding was not done in this case. 


; Fig. 98 (Case 11)—A girl, aged 12. Orthodontic treatment re- 
a quired. Note centric occlusion and festoons and clefts. 


Fig. 102 (Case 12)—Mr. R., aged 45. Note calcareous deposits; 
recession; gingival festoons and clefts before treatment; epulis 
between lower right cuspid and bicuspid. 


Fig. 99 (Case 11)—Note reduction of clefts and festoons before 
patient was referred for orthodontic treatment. 


Fig. 103 (Case 12)—Four months later. Epulis was removed sur- 
gically. Tissues took on health appearance; suppuration ceased; the 


: Fig. 100 (Case 11)—Protrusive occlusion. teeth had become firm. 
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THE USE OF CAST METAL IN THE 
CONSTRUCTION OF INDIVIDUAL TRAYS FOR DENTURE 
IMPRESSIONS AND TRIAL BASE PLATES 


HERE are certain distinct 

advantages in individual me- 

tallic trays for full denture 

impressions which justify 
their use, especially if the impression 
is to be made with compound. 

The following technique, suggested 
to me by Doctor Russell W. Tench, 
produces a tray that is of such size 
and form that it facilitates the ma- 
nipulation of the tray as well as the 
impression material, thus insuring a 
more accurate impression. 


CONSTRUCTION OF MAXILLARY 
METALLIC TRAY 


1. A modeling compound snap im- 
pression of the maxillary ridge is first 
obtained. This impression should ex- 
tend posteriorly onto the soft palate 
and up onto the muscle attachments 
in the buccal and labial regions. 

2. From this snap impression, a 
plaster cast is made (Fig. 1). If any 
undercuts are apparent in this cast 
the depressions should be filled in with 
plaster or wax. 

3. It is well to outline the peri- 
phery of the tray with pencil. In the 
labial and buccal areas the periphery 
of the tray should be 1 or 2 mm. short 
of the muscle attachments, while the 
posterior border should extend from 
3 to 5 mm. posteriorly to the junc- 
tion of the hard and soft palate. 

4. A piece of base plate wax is now 
adapted to the cast and trimmed to 
the penciled outline. A second piece 
of wax is adapted over the first and 
also trimmed to the same outline 
(Fig. 2). 

5. Talcum powder is next sprinkled 
on the surface of the second piece of 
wax and rubbed into the surface 
gently with the fingers (Fig. 3). This 
powder serves as a separating medium 
between the second piece of wax and 
a third wax base that is now adapted 
over the second base (Fig. 4), the 
third wax base also being trimmed to 
the peripheral outline of the first two 
wax bases. 

6. The wax is chilled thoroughly 


and removed from the cast, and the 
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third wax base is separated from the 
others which are now discarded. The 
third or last base adapted is used as 
the pattern for constructing the me- 
tallic tray. 

7. This wax pattern is laid, outer 
side up, onto a mix of plaster that has 
been poured onto a piece of paper or 
sheet metal ; the wax is embedded with 
an oscillatory movement until the 
buccal and labial periphery of the pat- 
tern is level with the surface plaster 
and the posterior surface of the plas- 
ter is continuous with the palatal por- 
tion (Fig. 5). 

The upper surface is almost hori- 
zontal except at the junction of the 
posterior border and the buccal areas, 
which, of course, approach a vertical 
position. Undercuts in these areas 
must be avoided. The general outline 
of the mass of plaster should be that 
of the wax pattern. 

8. After a separating medium is ap- 
plied over the wax and plaster sur- 
face, another mix of plaster is poured 
to a depth of three-fourths inch and 
shaped to conform to the general out- 
line of the first section of the plaster 
mold (Fig. 6). 

9. After the plaster is thoroughly 
set, the two sections of the mold are 
separated and the wax pattern re- 
moved. 

10. At the location representing the 
crest of the ridge on the posterior bor- 
der of the mold, two gateways are 
cut, one for pouring the melted metal 
into the mold, the other to allow air 
to escape from the mold (Fig. 7). 
These gateways are cut first on one 
section of the mold, and are funnel- 
shaped openings with the small end 
entering the mold. By placing the two 
sections together marks may be made 
on the second section indicating where 
to cut the opposite half of the funnel- 
shaped gateways. 

11. The two sections of the mold 
should be placed near, not over a 
flame, and allowed to dry partly. 

12. When the greater part of the 
moisture is driven off, the two sec- 
tions are clamped together and a low- 
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fusing metal is poured into the molds. 
“H” Metal, made by Thomas J. Dee 
and Company, is suitable for this 
work as it has been designed to fulfil 
the necessary requirements (Fig. 8). 

13. When the metal has chilled the 
mold is separated (Fig. 9), and the 
tray is freed of rough edges or imper- 
fections which might be uncomfort- 
able for the patient when the tray is 
used in taking the impression (Fig. 
10). 
CONSTRUCTION OF MANDIBULAR 

METAL TRAY 


The construction of a mandibular 
tray is the-same in principle as that of 
the maxillary tray; however, there 
are a few points of difference: 

1. A snap impression of the ridge, 
extending onto the muscle attach- 
ments in the labial and buccal regions, 
over the soft tissue distal to the molar 
regions, onto the muscle attachments 
in the floor of the mouth, and about 
3 to 5 mm. past the mylohyoid ridge, 
is the first step. 

2. On a plaster cast made from this 
impression (Fig. 11), the outline of 
the tray is penciled. The periphery 
should fall 1 or 2 mm. short of the 
muscle attachments in the labial, buc- 
cal, and anterior lingual regions. The 
triangular-shaped area of soft tissue 
just distal to the molars should be in- 
cluded, and the flange should extend 
from 1 to 3 mm. beyond the mylo- 
hyoid ridge. Any undercuts that 
occur within this outlined area should 
be eliminated by filling the depression 
with plaster or wax. 

3. After the base plate wax is 
adapted to the cast (Fig. 12) and 
trimmed to the outline as marked, tal- 
cum powder is applied and rubbed 
into the surface of the wax with the 
fingers (Fig. 13). 

4. A second piece of wax is now 
adapted over the first piece, the out- 
line being trimmed to conform to the 
first. 

5. A piece of wax base plate, ap- 
proximately 5 mm. wide and long 
enough to reach the full length of the 
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Fig. I—Plaster cast made from snap impression. 


Fig. 2—Base plate wax adapted to cast and trimmed to the penciled 
outline with second piece of wax adapted over the first and trimmed to 
the same outline. 


Fig. 3—Talcum powder rubbed into surface of second piece of wax. 


Fig. 4—Third wax base adapted over second and trimmed to the peri- 
pheral outline of first two bases. 


Fig. 5—Buccal and labial periphery of pattern level with the surface 
plaster and the posterior surface of the plaster continuous with the palatal 
portion. 


Fig. 6—Another mix of plaster, three-fourths inch deep, shaped to con- 
form to the general outline of the first section of the plaster mold. 
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Fig. 7—Two gateways cut on posterior border of mold, the larger one for pouring the 
melted metal into the mold, the other smaller one to allow air to escape from the mold. 


Fig. 8—Two sections of mold clamped together and low-fusing metal to be poured 


into molds. 
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crest of the ridge, is warmed and 
adapted to the crest of this second 
wax base with which it is united. The 
wax is smoothed down with a hot 
spatula. 

6. After the wax is thoroughly 
chilled, both the wax bases are re- 
moved together. The inner or first 
wax base is discarded; the second or 
outer wax base is retained as the pat- 
tern for the metallic impression tray. 

7. This pattern is embedded with 
an oscillating movement in a mix of 
plaster that has been poured into a 
piece of sheet metal and smoothed 
horizontally with the spatula. This 
mass of plaster should be approxi- 
mately three fourths of an inch thick 
and should extend beyond the per- 
iphery of the wax pattern three 
fourths of an inch in every direction 
(Fig. 14). 

With the spatula, the surface of the 
plaster is smoothed to the periphery 
of the wax pattern; when set firmly 
the general outline of the mass of 
plaster is cut to conform with the 
wax pattern. 

8. A second mix of plaster is then 
poured over this wax and plaster sur- 
face, which has been treated with sep- 
arating medium. This is cut to the 
same general outline as the first sec- 
tion of the mold and allowed to set 
firmly (Fig. 15). 

9. When the two halves of the 
mold are separated and the wax re- 
moved, the gates are cut at the distal 
ends of the mold as described previ- 
ously (Fig. 16). 

The remainder of the construction 
is identical with steps 11, 12, and 13 
under the heading “Construction of 
Maxillary Metallic Tray.” 

After the trays have been trimmed 
and smoothed with arbor bands on 
the lathe, they should be inserted in 
the mouth and the cheeks and lips 
pulled in a manner to bring the 
muscle attachments against the per- 
iphery. If any impingement is seen, 
the periphery of the tray should be 
trimmed to allow free movement of 
all muscle attachments. 

To determine the length of the 
lingual flange of the mandibular tray 
the patient is requested to raise the 
tongue to the upper lip. If the mus- 
cles are restricted in this movement 
the flange should be trimmed accord- 
ingly. 

Metallic trays are applicable to 
most impression methods where plas- 
ter, modeling compound, or a com- 
bination of the two materials is used. 
The results obtained fully justify the 
time and material required. 


TRIAL BASE PLATES 


Trial base plates that undergo no 
change while the teeth are being ar- 
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Fig. 10 


Fig. 9—Separated mold. 

Fig. 10—Rough edges or imperfections eliminated from 
metal tray. 

Fig. |1—Plaster cast made from snap impression of 
tidge on which outline of tray is penciled. 

Fig. 12—Base plate wax adapted to cast and trimmed 
to outline. 

Fig. 13—Talcum powder rubbed into surface of wax. 

Fig. 14—Plaster in which pattern is embedded extend- 
ing three-fourths inch in every direction beyond periphery 
of wax pattern. 


1932 


Top to bottom—Figs. I1; 12, 13, 14. 
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Fig. 15—Second mix of plaster cut to same general outline as first section of 
mold and allowed to set firmly. 


Fig. 16—Gates cut at distal ends of mold. 
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ranged are an absolute necessity for 
accurate denture construction. All 
plastic bases that become pliable on 
heating and rigid when cool distort 
sufficiently during the trial proced- 
ures to make accuracy almost impos- 
sible. After such bases have been in 
the mouth for several minutes, it is 
impossible to bring them back to the 
cast in the same relative position that 
they held before the trial in the pa- 
tient’s mouth. 

To the dentist who wishes to pro- 
duce work of accuracy and to mini- 
mize errors in jaw relations, occlusal 
balance, and balance during masti- 
catory function, the method described 
here of constructing cast metallic base 
plates will have an appeal. In prin- 
ciple the construction of these bases is 
the same as that of the construction 
of individual metal trays for impres- 
sions. 


CONSTRUCTION OF MAXILLARY 
MetTAL TRIAL BASE 


1. A piece of base plate wax is se- 
lected which is as thick as the palate 
of the finished denture will be. The 
wax is warmed and adapted accurate- 
ly over the cast on which the denture 
is to be finished, and trimmed to the 
following outline: 

A. In themolar and bicuspid region 
the flange covers the ridge to approxi- 
mately the periphery of the finished 
denture. 

B. The labial flange should be 
omitted ; the outline follows the crest 
of the ridge in the anterior region 
(Fig. 17). 

C. The posterior border is located 
on a line representing the position of 
the posterior border of the finished 
denture. 

D. The base presents a complete 
palate, two buccal flanges in the molar 
and bicuspid regions, but no labial 
flange. The anterior outline of the 
palatal portion is that of the crest of 
the ridge. 

After the wax base plate is trimmed 
to outline form, it is well to reheat it 
and readapt it carefully to the cast. 

2. This wax pattern is then chilled 
and removed from the cast. 

3. From one half to three fourths 
of a medium-sized bowlful of plaster 
is mixed and poured on a piece of 
sheet metal, the top surface being flat- 
tened with the spatula. The plaster 
should be mixed thin enough to offer 
little resistance but thick enough so 
that it will not run. : 

4. The outer surface of the wax 
pattern is now embedded in the sur- 
face of the plaster with an oscillatory 
movement. The upper surface of the 
plaster is finished to the periphery of 
the wax, assuming a horizontal posi- 
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Fig. 17—Anterior border of buccal flange raised to 

crest of ridge. Note that outline follows crest of ridge 

until it joins the flange of the opposite 
side distal to the cuspid. 


Fig. 18—Outer surface of wax embedded in surface of plaster. Upper 
surface of plaster finished to periphery of wax in horizontal position. 


tion (Fig. 18). The surface of the 
plaster at the anterior and posterior 
borders of the wax pattern is continu- 
ous with the pattern. 

When the plaster has been shaped 
and the surface made smooth, the 
general outline of the mass of plaster 
is cut to correspond with the general 
outline of the wax pattern. About 
three fourths of an inch of plaster 
should extend outward from the pat- 
tern. 

5. After a separating medium is ap- 
plied, another mix of plaster is 
poured over the pattern and plaster 
surface (Fig. 6). This section of the 
plaster mold should be about three 
fourths of an inch thick; and its out- 
line should be shaped to conform to 
the outline of the first half of the 
mold. 

6. When the plaster forming the 
second section has set firmly the two 
halves are separated and the wax re- 
moved from the mold. 

7. Gates for pouring melted metal 
into the mold and for the escape of 
air are cut at the distal extremity, at 
a position representing the crest of 
the ridge (Fig. 7). This is done by 
cutting half of a funnel-shaped open- 
ing in one section of the mold, the 
small end of the funnel entering the 
mold. The two sections are then 
placed together, and on the second 
section of the mold the positions of 
these cuts are marked. After the 
halves are separated again, the other 
half of the funnel-shaped opening is 
cut out. 

8. Both sections are then placed 
near, not over, a flame to dry. 

9. When the greater part of the 
moisture has been driven off, the two 
sections are clamped together (Fig. 
8), and the mold is filled with a low- 
fusing metal. 


10. When the metal has chilled the Fia. mage 7 d | - fer th 7 | : 
mold is opened (Fig. 19), and the been poured, showing 
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Fig. 21 


Fig. 20—Right side of case, tinfoil adapted over cast in area of labial flange; left side of case, tinfoil trimmed so that edge 


just passes under margin of metal base. 


Fig. 2I—Wax bite rims placed on base. Case ready for next step in denture construction. 


base removed. The excess metal on 
the outline of the casting is cut away, 
and the base finished with an arbor 
band on the lathe. Polishing is un- 
necessary as the smoothness after cast- 
ing is sufficient. 

11. Thin tinfoil is next adapted 
over the cast in the area of the labial 
flange (Fig. 20, right side of case). 
The tinfoil is trimmed approximately 
to the periphery of the denture base 
in the anterior region so that the edge 
will just pass under the margin of the 
metal base (Fig. 20, left side of 
case). 

12. The base plate wax is applied 
over the tinfoil and joined to the 
metal base to form the labial flange. 

13. Bite rims may now be placed 
on the base (Fig. 21), and the case 
is ready for the next step in denture 
construction. 

The reason for forming the labial 
flange of wax and tinfoil is that often 
the gingival portion of the anterior 
teeth contact or come close to the 
ridge, in which case the metal base 
interferes. With the anterior portion 


of the base in wax the setting of teeth 
is easier. The tinfoil serves to keep 
the cast free from melted wax. 

Should the metal base be found too 
high for the placing of posterior teeth, 
the metal in that area may be removed 
by applying a heated spatula to the 
spot. 

A distinct advantage in this type of 
metal base is the fact that a uniform 
thickness of the palatal portion may 
be maintained when preparing the 
case for the final steps of the work. 


CONSTRUCTION OF MANDIBULAR 
TRIAL BASE 


The mandibular base is fabricated 
similarly to the maxillary base with 
only a few points of difference. 

1. Wax base plate material is 
adapted to the cast to cover approxi- 
mately the same area that the final 
denture will cover. It is well to out- 
line the area to be involved in the fin- 
ished denture and trim the wax pat- 
tern a millimeter short of this outline. 

2. When the final wax is being 
done, just before flasking the case, the 
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remaining area as far as the pencil 
line is formed with wax. 

All undercuts must be avoided. The 
trial base may fall short of the mylo- 
hyoid ridge if an undercut is pro- 
duced by this ridge. 

3. After the wax base is formed, it 
should be chilled and removed from 
the cast. Care should be taken not to 
distort the wax pattern when the pat- 
tern is oscillated into the plaster, as 
described previously. 

From this point on the procedure 
is similar to that of the maxillary 
base plate. 

4. The casting having been pro- 
duced and trimmed, it is inspected on 
the stone cast, and is then ready for 
the building of bite rims. 

In this type of base there is sufh- 
cient rigidity to withstand the stress 
exerted during the trial of the case in 
the mouth, and there is no danger of 
distortion from thermal change. After 
the case has been inspected in the 
mouth there is assurance that it will 
go back onto the stone cast in its cor- 
rect position. 
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THE CONSTRUCTION OF A CROWN 


HE usual method of making 
a hollow metal crown con- 
sists of the following steps: 
(1) a band is made, which is 
festooned; (2) with the band in posi- 
tion, the patient bites into a piece of 
inlay wax; (3) the band and wax are 
removed in one piece. The wax is 
then carved, and the gold is cast to 


the band. 


After the crown is completed, it is 
invariably found necessary either to 
grind the finished gold casting, or to 
grind the prepared abutment. The 
latter is sometimes impossible to ac- 
complish without endangering the 
pulp. This difficulty may be avoided 
by the technique described here. 


‘TECHNIQUE 


1. A band is made in the usual 
way. I usually sweat the ends of the 
strip, but a high karat solder can be 
used. It is festooned and contoured 
in the mouth in the usual way. The 
band is slightly notched in two places, 
a separating disc being used (Fig. 1). 
These notches help to place the occlu- 
sal casting in its exact relationship to 
the band. 


2. The patient is instructed to bite 
into a piece of compound large enough 
to involve several adjacent teeth. 


3. The band and compound are re- 
moved from the mouth (Fig. 2). 


4. The band is filled with invest- 
ment material to a point level with 
the height of the band, but slightly 
cupped out in the center. One should 
be sure that no investment material 
comes on the edge of the band. If this 
does happen the edge should be thor- 
oughly cleaned. The investment ma- 
terial is allowed to set (Fig. 3). 


5. An all-plaster articulator is run 
and the compound removed (Fig. 4). 
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6. The operator wets the part of 
the articulator that has the invest- 
ment material, and with a camel’s 
hair brush and thin investment ma- 
terial fills in the space between the 
band and the investment material 
abutment. If the bite permits, a thin 
layer of this thin investment material 
is put on top of the abutment itself. 
Only a film is sufficient. One should 
make sure that the occlusal edge of 
the band is free of all investment ma- 


terial (Fig. 5). 


7. Inlay wax is placed on the band 
and the jaws of the articulator are 
closed. The articulator is opened and 
the wax carved. 


8. The crown is removed as shown 
in Fig. 6. No difficulty is encoun- 
tered. A fine knife blade inserted at 
the festooned end of the band will 
lift the band from the plaster. A band 
filled with investment material and 
with a wax occlusal surface is thus 
obtained. 


9. The sprues and vents are at- 
tached as shown in Fig. 7. If they 
are attached in this manner there is 
no trouble in casting the gold in the 
thinnest portions. If the sprue is at- 
tached in the usual way, as shown in 
Fig. 8, failures result invariably. 
Either the gold will not be cast 
throughout, or there is a faulty cast- 
ing. I believe that when pressure cast- 
ing machines are used for cases sprued 
in what I have designated as the 
wrong manner (Fig. 8), there is a 
denting of the investment material di- 
rectly in line with the sprue. This 
necessitates the grinding of the gold 
or abutment to make the crown go to 
place. The sprues in these cases are 
best made of a wire paper clip. The 
vents are made of ordinary base plate 
wax rolled to the thickness of a wire 
paper clip. 
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10. After the casting is done the 
band and casting are thoroughly 
brushed and then pickled. If the cast- 
ing and band have separated, they can 
easily be placed together in their 
proper relationship by the aid of the 
notches cut in the band and the little 
ridges in the casting which correspond 
to the notches. 


11. The casting is soldered to the 
band. Even if the gold has cast to 
the band, it is safer to solder, and 
this should always be done. 


12. The crown is polished and 
placed on the articulator for check-up. 
It will usually be found perfect, and 
ready to go into the mouth without 
further adjustment. 


Occasionally one has a failure in 
casting. With this method, it is un- 
necessary to have the patient return 
for a new bite. The crown can still 
be completed without an extra ap- 
peintment. The band is reset on the 
articulator in its proper position. The 
groove in the plaster made originally 
by the band is the guide. The band is 
filled with investment material level 
with the occlusal surface of the band. 
Then one starts at step 7 and con- 
tinues through the process. 


ADVANTAGES 


1. Abutments do not have to be re- 
ground to make the tooth fit the 
crown. 


2. Devitalization is avoided. 


3. The crown does not have to be 
ground up after it has apparently 
been finished and polished. 


4. This technique saves time. 


5. Crowns can be made for the 
closest bite cases with a minimum 
amount of clearance, and no further 
grinding is necessary when the case 
has been completed. 
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Fig. |—Notches in band. Fig. 2—Band and compound removed from mouth. 


Fig. 3—Investment material being allowed to set 


Fig. 4—Articulator after compound is removed. 


Fig. 5—Occlusal edge of band freed of all investment 

material. A, layer of investment material applied with 

camel's hair brush; B, abutment, or original investment 
material. 


Fig. 6—Manner of removing crown. 


Fig. 8—Incorrect spruing. 
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April 130 
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Epstein, Casper M.: Infections of the 
Mouth, May 170 
The Oral Manifestations of the 
Blood Dyscrasias, Decembet.............. 420 
Hine, Maynard K.: The Clinical Pic- 
ture of Vincent’s Infection, Febru- 
ary 55 
Miller, Samuel Charles: Diagnosis of 
Lesions of the Oral Mucous Mem- 
brane, March 90 
Musburger, Lloyd E.: Vincent’s In- 
fection, September 327 
Schaefer, J. E.: Skin and Oral Le- 
sions, October 351 
Stuart, Carroll W.: A Mechanism of 
Infection, February 51 
Pericoronal Abscess, October 371 
ORAL SURGERY 
Cogswell, Wilton W.: Surgical Treat- 
ment of the Mandibular Canal, Au- 
gust 280 
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Feldman, M. Hillel: Surgical Cor- 
rection of Alveolar Ridge Irregu- 
larities As an Aid to Denture Sta- 
bility, February 
A Simple Technique for the Re- 
moval of an Impacted Mandibular 
Third Molar, September 

Hemley, William: An Aid in Apico- 
ectomies, July 

Hocker, Charles R.: Report of Case 
of Submerged Tooth, July. 
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Jacobs, Max H.: Nitrous Oxide-Oxy- 
gen Anesthesia—A Proposed New 
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Major, S. G.: Contraindications for 
Nitrous Oxide-Oxygen Anesthesia, 
October 348 
Press, Martin M.: Eliminating Post- 
operative Pain without the Use of 
Potent Drugs, October 368 
Salman, Irving: Roentgenographic 
Changes Following Root Amputa- 
tions, October 356 
Schaefer, J. E., and Penhale, K. W.: 
Osteomyelitis of the Mandible— 
Radical Versus Conservative Treat- 


ment, January 21 
Shields, Seth, W.: Empyema of the 
Maxillary Sinus, October 349 


Smith, Russell O. L.: Roentgeno- 
graphic Differentiation of Osteitis 


from Cysts, April 144 
Wells, J. A.: A Wax Carver to Re- 
move Roots, August 292 


ORTHODONTIA 


Cate, W. T.: A Common Interest be- 
tween the Orthodontist and General 
Practitioner, May 168 


PARTIAL DENTURES 
Droegkamp, Gilbert H.: A Combina- 
tion Compound and Elastic Material 
Impression Technique for Partial 
Dentures, August 
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Page 
Krohn, Benjamin: Waxing Technique 
for Removable Castings, August......... 274 


PEDIODONTIA 


Rhobotham, F. Blaine: Radiodontia 
During Childhood: Its Diagnostic 
Value, May 181 


PERIODONTIA 


Crane, Arthur B., and Kaplan, Harry: 
The Technique and Results of Sur- 
gical Pyorrhea Treatment, January 2 

Howell, P. A.: Surgical Treatment of 
Chronic Suppurative Pericementitis, 


May 162 
Stillman, Paul R.: A Philosophy of the 
Treatment of Periodontal Disease, 
September 314 
Sorrin, Sidney: Periodontal Disease, 
First Installment, November 382 
Conclusion, December 430 
RADIUM 


Solomon, Harold Arthur: Radium and 
Some of Its Characteristics, July........ 258 
ROENTGENOGRAPHY 


Jones, Jr., E. L.: How to Make an 
X-Ray Table for Dental Use, Feb- 


ruary 57 
Martin, F. J.: Profile Roentgenograms, 
April 147 


Thompson, Walter S.: Profile Radio- 


dontia, August 284 


DENTAL ASSISTANTS AND 
SECRETARIES 


ELSIE GREY 


Elsie Grey will be glad to hear 
from any readers, dental assistants, 
secretaries, dental hygienists and den- 
tists. Questions are just as welcome 
as suggestions. It is hoped that this 
department will provide a free and 
helpful exchange of thought on new 
and better methods in dentistry. It is 
your department and we want you to 
take the fullest advantage of it. Write 
to Elsie Grey, care "THE DENTAL 
DIGEsT. 


CALL List 
Ruth A. Gates, Elyria, Ohio, sug- 


gests the use of a small index file 
which may be purchased complete 
with index and cards at the dime store 
for a total of 30 cents. She writes: 
“T do not use individual cards for each 
patient, but fill up the cards with in- 
formation for as many patients as they 
will hold—name, address, telephone 
number, and any other data of par- 
ticular importance, using abbrevia- 
tions where possible. The cards are 


filed under the month the patients are 
due for their next appointments for 
treatment, prophylaxis, examinations, 


etc. The first of each month the com- 
plete call list is ready on a few small 
cards, with full information and 
hours of time saved. Some patients 
are called by telephone, others are 
written to. I find a personal note 
more efficient than a printed card. 
The returns are worth while, and 
with a little educating, the patients 
appreciate the service. I explain that 
the only reason they are placed on the 
call list is for their benefit, to make 
it possible to render them the most 
efficient service we can.” 


STERILIZATION OF BuURS 


Burs may be boiled in water con- 
taining either soap powder, borax, or 
sodium bicarbonate, after having been 
brushed with a stiff bristle brush for 
removal of as much deébris as _ possi- 
ble. They are then brushed again 
with the brush on a laboratory lathe 
for careful removal of any particles 
that might cling to them. The burs 
are examined under a magnifying 
glass to make certain the cutting 
edges are sharp. All burs with dull 
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surfaces are discarded. The burs are 
wiped carefully with alcohol and 
placed in a covered receptacle. Im- 
mediately before the burs are used 
they should be immersed in a steriliz- 
ing agent. 

Wire brushes should not be used for 
burs or broaches because they dull the 
cutting edges. 


QUESTION—A great many of our 
patients gag when a plaster impres- 
sion is being taken, or when x-rays 
are taken. Can it be avoided? What 
canI do? —G.G., Massachusetts 

ANSWER—There are lozenges on 
the market which can be used to cor- 
rect gagging. Some patients will cease 
gagging if the head rest is raised so 
that the head will be tilted slightly 
forward. Gargling with ice water 
far back into the throat will stop gag- 
ging in others. ‘The patient should be 
instructed to breathe deeply through 
the nose ; this will also help. If every- 
thing else fails, a novocain solution 
may be prepared to paint the patient’s 
palate; this acts as an anesthetic and 
relieves the sensitivity of muscles and 
nerves. 


THE ORAL MANIFESTATION 
OF BLOOD DYSCRASIAS 


(Continued from page 423) 


great deal of bleeding from the gums 
although they were not markedly 
swollen. The oral mucous membrane 
was pale, and gangrene was present 
on many areas of the gingival tissues 
and oral mucosa. 


CONCLUSION 


Attention has been directed to the 
more common manifestations in the 
oral cavity associated with blood 
dyscrasias. Swelling, discoloration of 
gums, bleeding, ulcerations, necrosis, 
exudation, hyperplasia, hypertrophy, 
and congestion should not be regarded 
as purely local diseases, because there 
may be some systemic disturbance to 
account for their presence. This is 
especially true in blood dyscrasias. 
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Kay, H. M.: Acute Myeloblastic Leukemia, 
Wisconsin Med. J. 24:257-259, 1925-1926. 
Lederer, Max: Acute Hemolytic Anemia, Am. 
J. Med. Sc. 170:500-510, 1925. 
Marcellus, M. B.: Acute Lymphoid Leukemia, 
S. Vet. Bur. Med. Bull. 2:969- 972, 1926. 
‘Shuman, . M.: Pernicious Anemia, J. Lab. 
& Clin. Med. 10:875-881, 1924-1925. 
Straus, Sidney: Blood Dyscrasias, Med. Clin. 
North America 9:1563-1576, 1926. 
Todd, A. T.: Symptoms, Pathogeny, and 
Diagnosis of Pernicious Anemia, British Med. 
J. 2:180-184, 1926. 
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the end of the first year of this edi- 
torial adventure and with the comple- 
tion of Volume 38 of THE DENTAL 


A 
DIGEST we should like to extend our grate- 
ful thanks for the interest and cooperation 
of the men throughout the country who 
have submitted manuscripts to our journal. 


Naturally, we cannot publish all the material 
that is received. Most of the manuscripts 


that have been submitted show careful 
thought and attention; some of these have 
been rejected, however, because they are rep- 
etitions of material appearing elsewhere in 
the dental periodical literature. Now and 
again we receive material that is entirely un- 
suitable for publication: ideas are not de- 
veloped; there is no evidence submitted to 
substantiate assertions made; personal opin- 
~ ions rather than scientific facts dominate. We 
do not ask nor do we expect that contributors 
send us highly-polished or elegant essays. A 
scientific and technical journal is not inter- 
ested in belles-lettres or lofty rhetoric. Read- 
ers of the scientific type of publication are not 
looking for entertainment; they ask for facts 
directly and simply presented. 


An author once said, “I didn’t have time 
to write a short story so I wrote a book.” 
This seeming paradox, all editors will agree, 
holds true in all types of writing. Although 
the function of fiction is to entertain while 
that of scientific writing is to explain, there 
is a certain parallelism between the tech- 
nique of the short story and the scientific 
article. The success of each depends largely 
on the compression of text; that is, whereas a 
book may be padded and all manner of ex- 
traneous material may be included, the effec- 
tiveness of the short story and scientific 
article is dependent on the ability of the 
writer to present only the pertinent material. 
In the case of the short story the action of few 
characters usually takes place in a short 
period of time within limited geographic 
boundaries. A complete picture of a slice of 
life rather than a hazy picture of a wide 
range of living is considered to be the most 
effective technique for the short story. The 
scientific article should likewise be concerned 
with the complete and detailed presentation 
of one limited aspect of a scientific subject, 


and it should represent originality in method 
or approach. An exposition with sweeping 
generalizations and abstractions is not a sci- 
entific article. | 


In the powerful short story the writer sel- 
dom attempts interpretations of the motives 
of his characters. He usually lets the charac- 
ter speak for himself, and the moods and mo- 
tives are indicated by the action alone. The 
novelist, often the author omniscient, is in- 
clined to inject his own opinions and philos- 
ophy into the story. The scientific writer 
should, on the other hand, never go beyond 
the demonstrable facts to interpret or to ex- 


press personal opinions outside the objective 
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data and observations recorded. The great 
difference, then, between any fictional and ex- 
pository writing is this: the fictional writer 
can and does take liberties with facts; that is 
his privilege; the scientific writer can never 
take liberties or go beyond his body of evi- 
dence. 


These observations are intended to convey 
to our contributors of the future the sugges- 
tion that there is no deep mystery about the 
preparation of scientific papers. Effective 
writing is nothing more than clear thinking 
put into words: We repeat the invitation that 
we extended in the first issue of the new 
DENTAL DIGEST to members of the dental 
profession. We are interested in receiving 
illustrated material of a scientific and tech- 
nical nature from any member of the pro- 
fession engaged in ethical practice. We are 
just as anxious to see the first efforts of the 
younger men in the profession as the material 
of the older and better known investigators 
and clinicians. In fact, we are always eager 
to consider the manuscripts of anyone, 
whether he is young or old, obscure or promi- 
nent, from the country or the city. 


In form, simple, definite, clear, straight- 
forward writing, with illustrations; in sub- 
stance, biologic accuracy, technical practica- 
bility, originality, and an absence of commer- 
cial entanglements—these will continue to 
comprise our editorial requirements. Manu- 
scripts that meet these qualifications will be 
accepted on condition that they are contrib- 
uted solely to THE DENTAL DIGEST. 
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SOFT GOLD—HARD GOLD 
What does it really mean? 


Thanks to the Brinell test these 
termsare no longer vague Under 
the steady pressure of a definite 
load, indentations are made in 
cast gold specimens by a hard 
steel ball of known dimensions. 
Theseindentations are magnified 
and measured. They provide an 
accurate means for comparing 
even minute differences in the 
Hardness, or Softness, of different 
alloys,—their resistance to the in- 

entations made by the cusps of 
opposing teeth. They form the 
basis for the intelligent choice of 
the right degree of “hardness”. 
or the individual case. 


NEY-ORO 
B-2 


$1.35 per dwt. 


A Type C (Hard) Inlay Gold 
A. D. A. Specification No. 5 
NEY-ORO B-2 has been slightly 
modified to make it comply fully with 
Specification No. 5, of the American 
Dental Association for a Type C 


(Hard) Inlay Gold. Its original splendid 
qualities have even been improved. 


THE J.M. COMPANY 


HARTFORD CHICAGO NEW YORK 
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“Introducing .... The Review of Orthodontia 


AN ANALYTICAL DIGEST OF CURRENT 
ORTHODONTIC THEORY AND PRACTICE 


Edited by Martin Dewey 


American Orthodontists have iong felt the need for a 
medium that would give exclusive consideration to the 
discussion of problems as they occur in practice and 
keep them conversant with the general progress of 
their specialty throughout the world. THE REVIEW 
OF ORTHODONTIA, under the able editorship of Martin 
Dewey, D.D.S., M.D., F.A.C.D., aims to fulfill these and 
other pressing needs. 

THE REVIEW OF ORTHODONTIA will in fact pre- 
sent a continuation of post-graduate study. Among its 
many features will be included: *1. Editorials. *2. Se- 


Use coupon on page 460 


lected Articles. *3. News. *4. Forum of Orthodontic Prac- 
tice—This department will be devoted to the intimate 
discussion of practical orthodontic problems submitted 
by readers. Illustrations will be used as necessary. The 
Review of Orthodontia will not expound any one 
“school,” but will attempt to present all views. *5. Di- 
gests of Orthodontic Literature. *6. Book Reviews. Sub- 
scribe Now—to insure getting the first issue. Publication 
will be bi-monthly beginning January, 1933. Subscription 
is $5.00 per year or $1.00 per copy. For further informa- 
tion write to: 


DR. 3 A. SALZMANN, Managing Editor, 
The Review of Orthodontia, 17 Park Avenue, New York, N. Y. 


“REGAL” 


A Business Builder Xmas Present 


For Y Oy Lhis new model includes important improve- 
ments such as automatic circuit breaker, bal- 
anced tube assembly requiring no locks or levers, extra heavy 
bakelite shield around tube and solid surface form fitting 
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ENGINE POLISHERS 


with an interesting and instructive 
“Research in Sub-gingival Therapy” 


Soft pliable cone shaped rub- 
ber cups permanently mounted 
BS Polishers 
clean under the free margin of 
the gums and much of the prox- 
imal surfaces. The cleaning is 
done without pain or even dis- 
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FIG. 115—Upper first bicuspid. A. Use of a surgical bur to gain 
traction control = ie ual root removal. B. Use of the round-point elevator to 
remove fractured lingual root fragment. 


or 


THI 


FIG. 218—Impacted lower third molar. A. Application of the round-point 
elevator to the traction bur-hole. B. Removal of the superior root by use of round- 
point elevator. 


Cannot be shown to advantage with ordinary photographs of the mouth or with 
drawings. But with the unique method of photographing life-like models used in the 


illustrating of Doctor Wilton W. Cogswell’s new book DENTAL ORAL SUR- 
GERY all these techniques are vividly and understandingly presented. 


DENTAL ORAL SURGERY affords you the advantage of a complete post-gradu- 


ate clinic in tooth removal, to be studied in your own office and at your conveni- . 
ence. It is a tremendously popular book that you cannot afford to be without. 


Use the coupon on the last page of this 
issue or order from your dealer today. 
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A NEW EDITION 


The first lot of DENTAL DIGEST Binders has 
been completely sold out, but there is still an 
opportunity for readers who missed the first offer 
to get one of these handsome binders. We are 
having a new edition made up and are now mak- 
ing reservations for future delivery. 


The new binders will be just the same as the first 
ones with the exception that they will be covered 
with blue imitation leather instead of green. This 
makes a very handsome color combination—blue 
with gold lettering. 


Those who have received binders are enthusiastic 
over the beauty, utility, and convenience of them. 
They provide an excellent means of preserving 
valuable copies for future reading and reference. 
Each binder is finished in two-tone, heavy qual- 
ity, imitation leather, with the back embossed in 
22K gold leaf. It has a metal backbone, is solidly 
constructed throughout and will last a lifetime. 
It holds 12 issues and each magazine is easily and 
securely fastened. When open, each page lies 
perfectly flat. 


Deliveries will not be made for about a month, 
but send your reservation in now. The charge of 
$2.00 will be made at time of delivery. You may 
have your name on the cover in gold lettering for 
25 cents extra. Use the coupon on the last page 
of this issue. 
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ABOUT OUR CONTRIBUTORS 


The biography of Casper M. Epstein 
appeared in the May issue of THE DENTAL 
Dicest. This is his second article to ap- 
pear in this magazine. 


The biography of Berr L. Hooper ap- 
peared in the June issue of THE DENTAL 
Dicest. This is his second article to be 
published in THE DENTAL DicEstT. 


HERBERT E, PHILLIPS was graduated 
from Northwestern University Dental 
School in 1901. For many years he has 
been an able leader in the affairs of the 
Chicago Dental Society. His greatest work, 
however, has been as Chairman of the 
Committee on the Study of Dental Practice 
of the American Dental Association. The 
two most important publications of the 
Committee, “The Practice of Dentistry 
and the Incomes of Dentists: 1929,” and 
“The Way of Health Insurance” are val- 
uable contributions to the subject of dental 
economics. Doctor Phillips as an active 
member of the Committee on the Costs of 
Medical Care has been the vigorous spokes- 
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man for American dentistry and the cham- 
pion of the best interest of the public and 
the profession. 


Puitiep Gorpon Rubin has his D.D.S. 
from the University of Pittsburgh (1925). 
He is the author of “Dentistry As a Life 
Work,” which was published in Oral Hy- 
giene in October, 1928. Doctor Rudin is a 
member of the A. D. A., the Pennsylvania 
State Dental Society, Odontological So- 
ciety, the North Dental Club of Pittsburgh, 
and Alpha Zeta Gamma. He has a general 
practice at 707 East Ohio Street, Pitts- 
burgh. 


SIDNEY SoRRIN’s biography appeared in 
the November issue of THE DENTAL 
DIGEST in connection with the first install- 
ment of his article “Periodontal Disease.” 


Harry N. WorKHOVEN has his D.D.S. 
from the University of Iowa (1930). His 
first published article appears in this is- 
sue. Doctor Workhoven is a member of 
the Sioux City Dental Society and Psi 
Omega. He has a general practice at 35 
M. S. Savings Bank Building, Sioux City, 
Iowa. 
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Prompt Anesthesia 
without irritation 


The rapidity with which anesthesia 
develops after injection of a local 
anesthetic depends upon diffusion. 
The best way, therefore, to obtain 
prompt action is to deposit the sol- 
ution correctly. 


Cook and Waite Anesthetic Solutions are isotonic, 
diffuse readily, and produce anesthesia promptly. 
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tissues, and their anesthetic potency is always 
uniform. 
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Send information on Crescent Scale [_] 


Dr 
Address 


Dealer 


{ 460 } 


THE OHIO CHEMICAL & Mec. Co. 
1177 Marquette St., N.E., CLEVELAND, O. 


Please send me, without charge, your 
folder “Articles on Anesthesia.” 


Dr 
Address 


See inside back cover D.D.12 


THE DENTAL DIGEST 
1125 WOLFENDALE ST., PITTSBURGH, PA. 


Please reserve binder for me at $2. Name 
on cover 25c extra [_] 


Dr 
Address 
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INTERCHANGEABLE 


N S U RAN C CE 


GUARANTEE 
REPLACEMENT FOR 
BRIDGE-LIFE 


| INTERCHANGEABLE 
TAKE ADVANTAGE OF THE E uoontics 
INTERCHANGEABLE FEATURE PAT. PENDING 

OF STEELE'S RESTORATIONS 


The low cost and minimum incon- 
venience caused by replacement 
of teeth on a Steele's Facing or 
Trupontic Bridge are two excellent 
reasons why the welfare of your 
patients is better served by the 
use of these teeth and backings. 


Illustrated Technic Book will be sent 
free, upon request. Use coupon on 
Page 460 for convenience. 


INTERCHANGEABLE 


ONCE USED—ALWAYS PREFERRED 


THE COLUMBUS DENTAL MFG. CO., Columbus, Ohio, U.S.A. 
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